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The Times Change 
WENTY - two - year - 
old George Huntington 

(see portrait in this issue of 
the MEDICAL TIMES under 
Medical Book News), of 
East Hampton, Long Island, 
described hereditary chorea 
in 1872 (Med. and Surg. Re- 
porter 26:317-321, April 13, 
1872). The families he at- 
tended there were of old 
New England, much intermarried stock. 
His father and grandfather before him, 
both physicians, were familiar with this 
strange disease and in the writing of his 
famous paper he relied greatly upon their 
experience with it. The father “edited” 
the noted paper. 

It is a classic article, with its accurate, 
unmistakable characterization of the gro- 
tesque and hideous symptoms. Hunting- 
ton’s description is one of photographic, 


_ almost living, accuracy, depicting the dis- 


turbed gait, the twisting of the head from 
side to side, the raising of the shoulders 
on one side and then on the other, and 
the irregular, jerky, twisting movements 
of the hands and arms as the patient walks 
hurtiedly across a room. If under ob- 
servation, the involuntary grimacings in- 
crease. The pyramidal cells in the 
psychomotor areas are involved and there 
is a consequent gradual dementia. 

The “mother line” of this disease has 
been traced back to Stratford, Connecti- 
cut. An old East Hampton tradition 
ascribed the disorder to a curse upon 
those who persecuted Roger Williams. 

The old town of East Hampton re- 
calls the New England origin of its set- 
tlers—‘'the long common green, the beau- 
tiful, well-kept trees, and the comfortable, 
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substantial houses, each with 
an individual air combined 
of self-respecting, secluded 
dignity and kindly hospital- 
ity, the latter, however, to be 
dispensed only to the vir- 
tuous and the deserving from 
a strictly high-bred stand- 
point; and over all an air 
of peaceful home life. . . . 
Ocean and forest were then 
the teachers and playground 
of East Hampton childhood; a charming, 
soft, dreamy Oa age hushed noisy am- 
bition, and woke the imagination and the 
faith in legends and the invisible. . . . Here 
George Huntington worked and played, 
dreamed and studied” (James Macfarlane 
Winfield). Huntington’s sensitive temper- 
ament led him to prefer his individualistic 
yet peaceful life in such a quaint and love- 
ly environment to the of city 
practice. And so, like a Hawthorne in old 
Salem studying his dramatis personae for 
a Scarlet Letter and a House of the Seven 
Gables, Huntington, in the atmosphere of 
East Hampton, found the subjects for one 
of the great classics of our medical lit- 
erature. 


What would happen today if a new 
disease, as strange in its manifestations as 
Huntington's chorea, were to be similarly 
described, say in Sag Harbor, Long Is- 
land? 

Would not the Daily Mirror and the 
Daily News move in at once? Would not 
the editor of the Sunday Americcn fea- 
ture stories promptly bestir himself ? Would’ 
not PM assign a psychiatrist to investigate 
the Freudian implications? Would not 
Hollywood entrust to Nunnally Johnson 
the writing of a script on the topic? Would 
not curious figures, bearing the stigmata 


a 
if 


of their affliction, be interviewed before 
the microphone by cynical interlocutors? 
Would not the Paramount, Twentieth Cen- 
tury-Fox, RKO and Universal circuits 
cover the “‘story” in their NEWS? Would 
not the Vasospastic Products Corporation, 
manufacturers of Vaso cigarettes (smoked 
by more morons than any other brand and 
familiar to all by reason of its nationwide 
advertising slogan: ‘Inhale a Vaso Ciga- 
rette and Surprise your Coronary System’’) 
seek to exploit the Sag Harbor clinician? 
“The times change and we change with 
them.” Not so some of us, for whom the 
greater charm is in the East Hamptons and 
Salems, in the Hawthornes and Hunting- 
tons of a precious record that knows no 
tinsel, no superficiality and no fraud. 


Our Darkening Destiny 


A great social experiment is about to alter a sys- 
tem of medical practice that has nothing to commend 
it but am outmoded tradition. 

—Waldemar Kaempffert, 
Science Editor ew York 


Times; in New York Times 
June 21, 1942. 


What will happen to organized medicine 
when the mighty forces knocking at the 
gates succeed in breaching the barriers? 
As fast as left wing state medicine is set 
up, just so fast will such barriers fall. We 


are thinking of our present educational and 
hospital system, and of the sick, rather 
than of the fate of private practitioners 
of medicine. 

The recent unanimous opinion of the 
Court of Appeals of the District of Co- 
lumbia, reaffirming the conviction of the 
American Medical Association in the Fed- 
eral District Court on charges of con- 
spiracy to violate the Sherman Act, con- 
tains some passages that seem to presage 
the possible destiny of American medicine. 

The Court pointed out that “profound 
changes in social and economic conditions” 
are forcing all professional groups to make 
readjustments. Such affected professions 
must not attempt criminally to prevent 
changes or to destroy new institutions 
that may threaten them. 


“Professions exist because the people be. 
lieve they will be better served by |i- 
censing especially prepared experts to 
minister to their needs. The licensed 
monopolies which professions enjoy con- 
stitute, in themselves, severe restraints 
upon competition. But they are restraints 
which depend upon capacity and train- 
ing, not special privilege. . . . The people 
give the privilege of professional monopoly 
and the people may take it away.” 

Will the organized physicians of the 
future have much public support and con- 
trol over medical practice—control until 
now determined by quality of service? Will 
a society which will create a nationwide 
system of left wing state medicine not 
set up new and weird criteria whereby to 
judge who shall be licensed as experts 
and accredited monopolists? Will not 
capacity and training be interpreted dif- 
ferently by a people willing to accept the 
ministrations of left wing state medicine? 


Eugenics—Last Phase 


C. OECHSNER, for many 
years Central European Manager of the 
United Press, tells us that the Germans 
are employing euthanasia extensively, more 
especially in the destruction of the insane, 
“unfit,” and hopelessly wounded soldiers. 
He says that since the creation of the 
Euthanasia Commission under Rudolf Hess 
and Philip Bouhler about 37,000 _per- 
sons have been liquidated. Significantly 
enough, seventeen per cent were destroyed 
in concentration camps. 

This method, together with sterilization, 
is relied upon to implement the eugenic 
program of the Nazis. In this way a 
master race, the perfect human type, will 
be insured. The beau ideal of such a race, 
of course, would be Hitler himself. 

As we have always expected, the honor 
of having been reduced to the greatest 
absurdity in human history belongs to eu- 
genics. 
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Muyocardosis: 


AS the death rate from coronary occlu- 
sion rises, the importance of recogniz- 
ing the early stages of coronary artery 
disease becomes more manifest. Since 
myocardosis in its protean manifestations 
represents the earliest stage at which 
coronary disease becomes either subjective- 
ly or objectively apparent, it is certainly 
wise to review this condition and crystal- 
lize its essentials. 

One of us has written upon numerous 
occasions on this all-important subject, in 
an attempt to bring this syndrome to the 
fore. (1) (2) (3) (4) (5). Others, 
too, have recognized the value of this term 
and concept with its implied pathology, 
since it was first described in 1926, and 
1929, (6) (7), and have attempted to 
rouse the physician from his lethargy and 
stimulate him to recognize his future 
“coronaries” at a time when they might 
still be helped. (8) (9) (10) (11) (12) 
(13) (14) (15) (16) (17) (18). The 
truth of this line of reasoning is best 
demonstrated by Phipps in his statistical 
paper in which he brought out the fact 
that 37 per cent of his patients who later 
developed coronary thrombosis had had 
the symptoms of myocardosis. 

The pathology in myocardosis has al- 
ways been a stumbling block, since pa- 
tients so afflicted do not die until their 
disease has progressed to a much more 
advanced stage. However, the name im- 
plies a non-inflammatory degeneration of 
the heart muscle. Since the etiology of 
the condition is a failing coronary cir- 
culation with anoxemia of the myocar- 
dium, the subsequent pathology is easy 


Prom the Medical Service of Dr. A. E. Parsonnet, 
Newark Beth Israel Hospital, Newark, New Jersey. 


MEDICAL TIMES, AUGUST, 1942 


AARON E. PARSONNET, M.D., C.M., F.A.C.P., and 
ARTHUR BERNSTEIN, M.S, M.D. 
Newark, N. J. 


to anticipate. Instead of the inflammatory 
reaction seen in the myocarditis of 
diphtheria or other infectious diseases, 
there is a degeneration of the myocardium 
without active inflammatory changes. We 
merely assume this, since these are the find- 
ings at autopsy in those hearts where the 
patients had coronary arteriosclerosis for 
many years with symptoms of myocardosis 
and then coronary thrombosis. 


gr we are searching for the earliest 
manifestations of coronary  insuf- 
ficiency, we must of necessity depend more 
upon subjective findings rather than upon 
objective signs. It becomes essential, 
therefore, to begin with a careful history 
in every patient over 35 years of age, 
since in most cases the diagnosis will be 
made or at least suspected, or may be en- 
tirely missed at this point. Which, then, 
are the salient symptoms for which we 
must search so carefully ? 

The first of these is dyspnea after effort. 
This is, of course, a relative thing and 
may best be evaluated by comparison with 
the patient's reaction to a given effort a 
year or so before the visit to the doc- 
tor’s office. When present, this finding 
is most helpful in making the diagnosis 
of myocardosis. 

Palpitation is the next most suggestive 
subjective finding in myocardosis. This 
symptom of heart consciousness is usually 
described in one of many ways by the pa- 
tient, but can be readily understood by the 
physician who will take the time to ask 
and listen. This symptom becomes a car- 
dinal one when it appears in the middle 
aged individual .after customary effort, par- 
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ticularly when it was never present before. 
Palpitation with a regular dame also has 
a greater significance than when it occurs 
in association with an arhythmia. A word 
of caution to remind the physician that 
there are extra-cardiac causes for palpita- 
tion and these must be carefully consid- 


ered before a final evaluation of this symp- . 


tom is made. 

The most easily recognized of all the 
symptoms encountered in myocardosis is 
that of substernal distress, since this is a 
sensation that usually gives the patient a 
peculiar concern. This last of the “three 
steps to heart failure’ is commonly de- 
scribed as a feeling of tightness or com- 
pression under the sternum and not in 
the precordial region. The distress is 
also localized and rarely radiates in the 
manner of the pain in angina pectoris or 
coronary thrombosis, the advanced forms 
of coronary artery disease. When this 
symptom is unaccompanied by cardio- 
spasm or mediastinal pathology, it is al- 
most pathognomonic of myocardosis. 


rae objective findings in myocardosis 
are essentially those of limitation of 
functional response rather than those of 
true heart damage. Physical examination 
is negative and the white cell count shows 
a normal differential with no leukocytosis. 
The electrocardiogram in the early stage of 
myocardosis shows no deviation from the 
normal. When changes are present, we 
are already dealing with a case which is so 
far advanced on the road of coronary in- 
sufficiency that myocardial damage may be 
accepted as a foregone conclusion. Our 
duty is to recognize these cases before 
such a stage is reached, and this must be 
our everlasting goal. 

The cardiac Fonction tests to which we 
are forced to turn for objective findings 
are all, without exception, most unsatis- 
factory intrinsically, because they vary so 
much in individual response that their 
proper interpretation becomes a very dif- 
ficult task. Bearing this in mind, we shall 
briefly mention some of the more impor- 
tant ones. 

The reduction of vital capacity is con- 
sidered an early sign of circulatory in- 


sufficiency (21). The apparatus 1s simple 
and can be used in the office. When the 
readings are within 85 per cent of the 
Meyer standards, the heart is considered 
to be normal (22). Findings below that 
level point to beginning circulatory failure. 
The cardiorespiratory test of Frost has 
been used, but it is too complicated for av- 
erage office routine (23). Pulse-rate tests 
are very widely used and are of some value. 
The pulse rate should return to its start- 
ing level two minutes after a given exer- 
cise test in the younger group and five 
minutes in the middle age group. 

The blood pressure test consists in ex- 
ercising the patient after the resting blood 
pressure level has been determined. An 
abnormal response is considered to be 
present when the systolic level rises more 
than 20 mm. of mercury and remains 
elevated for more than ten minutes. The 
most reliable of the breath-holding tests 
determines the patient’s pulse rate before 
and after holding the breath for as long a 
period as tegen In the average normal 
response there should be a drop of from 
15 to 18 beats. However, the exact point 
of departure from normal is difficult to 
determine, so that the test is not as pop- 
ular as it might be. Inadequate as they 
are, these, then, are the most practical 
tests for the objective recognition of myo- 
cardosis. When, on the other hand, these 
show deviations from the normal along 
with the subjective symptoms of myocar- 
dosis, the diagnosis is definite. 


be deciding what the treatment shall be, 
we realize at once that it must be an 
individual regimen rather than blind ad- 
herence to a dogmatic routine. If we will 
only remember the underlying problem, 
that of a failing coronary circulation, the 
essential principles of treatment will soon 
be apvarent. 

Such patients must first be told to re- 
duce their physical and mental activities 
to a sane level. However, it is definitely 
not wise to divorce them from all busi- 
ness or athletic pursuits for fear of mak- 
ing cardiac neurotics and even heart crip- 
ples out of them. The rationale of re- 
duced activity is difficult to establish, since 
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it is true that most instances of coronary 
occlusion occur with the patient at rest. 
{n spite of this fact, our experience has 
been that the patient with myocardosis 
does better on limited activity rather than 
on full effort, even when coronary dilat- 
ing drugs are employed. It is essential, 
therefore, to pe to the patient the need 
of physical and mental relaxation. This 
will tax the doctor's diplomatic skill to 
the utmost, since he must avoid the word 
“heart” at all costs, or run the risk of 
defeating his purpose. Circumlocution be- 
comes vital; it is easier to dodge the 
necessity of detailed explanations by re- 
placing such omission with a definite out- 
line of do’s and don’ts. The physician 
who really knows his patient can do this 
much better in the individual case than 
he can by making generalizations, if he 
will bear in mind the fact that modera- 
tion and relaxation are the keystones of 
successful treatment. 

It might be wise to mention in pass- 
ing that overweight must be controlled, 
since the man who is normal or under- 
weight in the middle age group has a 
greater life expectancy. Relaxing hobbies 
and sports are to be encouraged, while 
gambling in any form must be avoided. 
Sexual intercourse must be reduced to a 
minimum, and the danger of unbridled 
passionate relations should be explained 
without mincing any words. 


RUGS in these cases are of doubt- 

ful value; however, in the hyper- 
tensive or in the high-strung, the value 
of barbiturates or bromides is undisput- 
ed. These have a definite place and 
should be used ad libitum when needed. 
The question of the so-called coronary di- 
lators is also an important one. There 
are certain cases of myocardosis in which 
the element of coronary spasm plays a 


definite role, and it is here that such 
drugs may be of value. One school still 
adheres to the belief that the xanthines 
and many of their derivatives are of defi- 
nite value in reducing coronary spasm. 
We, on the other hand, do not share this 
and have been using papaverine for some 
years instead, and unqualifiedly feel that 
it has a much better effect. This drug 
has a definite antispasmodic action on 
smooth muscle which is most desirable; 
it has little, if any, hypnotic effect, though 
occasionally it does have this action, which 
in some cases is not wholly undesirable. 
Finally, we have seen no instances of ad- 
diction to this drug although we have 
been using it for over ten years. 

For the myocardotic who has prolonged 
spasm with much substernal pain over a 
long period, even though nitroglycerin 
may be effective, we recently have begun 
to use a more effective drug—cobra venom. 
(24). This drug exerts a prolonged ac- 
tion which is bighly desirable in con- 
trolling this type of pain, since by its very 
relief it helps to control and prevent fur- 
ther spasm. 

This-brief résumé of the symptoms, ob- 
jective findings, and treatment of myocar- 
dosis—the early stages of coronary artery 
disease—should stimulate every physician 


_to practice preventive medicine in this 


most vital field. This is especially true 
now, when man power is so vital, par- 
ticularly in key positions. Thus, a careful 
history taken in time may save anguish 
and lives. 


Summary 

1, The importance of the recognition 
ot myocardosis—early coronary disease— 
is reiterated. 

2. The symptoms are outlined. 

3. The objective findings are stressed. 

4, Treatment to prevent or delay the 
coronary occlusion is presented. 
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DETOXICATION OF GOLD SALTS IN 


Ay thritis 


JAMES M. TARSY, M.D. 
Brooklyn, N. Y. 


_ toxic reactions induced by water- 
soluble compounds of gold in rheu- 
matoid arthritis and other conditions are 
common knowledge. 

This toxicity in rheumatoid arthritis is 
particularly unfortunate when one consid- 
ers the relative efficacy of this element in 
an otherwise practically sterile therapeutic 
field. 

In view of this toxicity I made two sep- 
arate attempts at reducing the incidence of 
toxic reactions: one, by diminishing the 
therapeutic dose of the salt and adminis- 
tering vitamin C intravenously in 100 to 
200 mgm. doses (1); another, by employ- 
ing a less reactive type of gold in the form 
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of a colloid (2). 

My efforts were finally directed. to the 
researches of Martin, Thompson, and Ac- 
cousti* and their work on detoxication of 
diet-controlled intoxicated mice and other 
animals (3). 

As a result of these researches it may 
be said that the body through its detoxi- 
cation mechanism of the liver is in ordi- 
nary circumstances capable of handling 
toxic substances of an endogenous or ex- 
ogenous nature. Under certain conditions 
of depletion, however, this detoxication 


*These experiments were conducted at the Warner 
Institute for Therapeutic Research under the direction 
of Dr. Marvin R. Thompson. 
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mechanism fails to function. In such in- 
stances it is necessary to accelerate or fa- 
cilitate detoxication by the administration 
of certain detoxifying agents. 

The general process of detoxication may 
be facilitated by the means which aid the 
process of conjugation. Thus, in conjug- 
ative detoxication it is possible to supply 
the body with an increase of raw mate- 
rials which the animal system commonly 
utilizes. These products are apparently 
well known (4) (9). 


A® ER a study of approximately fifty 
different detoxifying substances it was 
concluded that the most effective are those 
included in the normal diet, and, in con- 
sequence, found in the circulation of nor- 
mal humans, as well as those chemical 
components employed by the body itself 
in its everyday processes of detoxication, 
namely: glycine, cystine, glucuronic and 
ascorbic acids and choline. 

The amino-acid glycine combines with 
the hydroxy group of organic acids, and 
is utilized in the detoxication of numerozis 


Vitamin C indirectly detoxifies histam- 
ine and a number of heavy metals. 

Martin and his co-workers made de- 
toxication studies in approximately 40,000 
standardized, acutely intoxicated mice, as 
well as in other animals, under condi- 
tions of perfect control. A variety of 
toxic substances having a wide range of 
toxicity was employed. 

The results obtained in laboratory ani- 
mals, as may be seen from a study of 
Table I, were conclusive if not actually 
spectacular. 

In the instance in which gold was used 
as the intoxicant, out of a total of 100 
unprotected mice 31 died. This mortality 
was reduced to 0 when the detoxicant 
was employed, 

In view of these results it seemed pos- 
sible to decrease the incidence of toxic 
reactions in humans subjected to thera- 
peutic doses of gold salts. 


RMED with the above information I 
set out to determine the following 


compounds. Its union with benzoic acid points: 
Table I 
Detoxifying Studies 
(All animals on adequate diet) 
Toxic Substances Animals Type Mortality Mortality Difference 
Guanidine 150 Mice 40 5 35 
Indole 100 ” 15 0 15 
Phenol 200 23 0 23 
Butter Yellow 50 Rats 50 ei 50 
Arsenic 100 re 65 15 50 
Mercury 30 ” 40 12 28 
Lead 50 my 60 20 40 
Gold (Krysolgan) 100 Mice 31 0 31 


leads to the formation of hippuric acid. 
Cystine detoxifies bromobenzene and 
other halogenated derivatives of benzene. 
Glucuronic acid detoxifies substances 
having the hydroxy groups, the aldehydes 
or ketones. Interestingly enough, heavy 
metals, such as gold, have a catalyzing 
action on the formation of glucuronates. 
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1. Therapeutic value of detoxicants on 
rheumatic process. 

2. Reactions attributable to adminis- 
tration of detoxicants alone.. 

3. Action of detoxicants on pre-existing 
gold-toxic reactions. 

4. Value of detoxicants in influencing 
gold-toxic reactions. 
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Twenty-one patients receiving gold salts 
for rheumatoid arthritis were treated with 
the above group of detoxifying substances. 
Patients were divided into three main 
groups: (1) those receiving the detoxi- 
cants orally in the form of a powder, 
(2) those receiving the gold and the 
detoxicants combined as one intramuscu- 
lar injections, (3) those in which the 
gold and the detoxicants were adminis- 
tered separately as two intramuscular in- 
jections. 

An average of 715 5/7 mgms. of gold 
sodium thiomalate was administered. 
Whenever possible as large a therapeutic 
dose as was consistent with the patient's 
welfare was employed. Patients were usu- 
ally started on 25 mgms. twice weekly, 
the dose gradually being increased to 100 
mgms. twice weekly. This dose was never 
exceeded. The drug was immediately dis- 
continued in those patients developing 
toxic reactions and treatment maintained 
with the detoxicants alone. 


I N the 21 cases treated only 3 failed 
to develop toxic manifestations. The 
detoxicants in these 3 cases were admin- 
istered orally in one, combined in another, 


and both separately and’ combined in the 
last. One of these cases had been receiv- 
ing gold for a considerable period pre- 
ceding the administration of the detoxi- 
cants and had shown particular ability to 
handle this drug, developing a dermati- 
tis only after the administration of 2500 
mg. of the salt administered in two series. 
In this case 500 additional milligrams ad- 
ministered after a rest period of six weeks 
failed to cause exacerbation of the pre- 
existing dermatitis. The second case had 
received only 125 mg. of the salt, thus 
rendering it difficult to formulate an 
opinion as to the value of the detoxicants 
in this particular instance. The third 
case received 750 mg. with no toxic reac- 
tions. 

The fourth series, representing a com- 
bination of the three main groups, in- 
cluded 4 patients. In this very small 
group of patients results obtained indicat- 
ed that the mode of administration of the 
detoxicants in no way influenced the in- 
cidence of toxic reactions. 


It was also noted that the detoxicants 
failed to exhibit clearly any inherent 
therapeutic qualities in so far as the ar- 
thritic process was concerned. Proper ob- 
servations upon an adequate number of 
cases in the early stages of developing 
pathology (rather than in cases having an 
advanced and well-established pathology) 
would be required to throw a significant 
light on this important»point. 

As would be expected from the com- 

osition, the detoxieants were found to 
essentially devoid of toxicity. Only 
one patient deyeloped a mild nausea and 
diarrhea which fnay or may not have been 
due to the agent used. 


ROM the above observations, the fol- 

lowing reasons may be advanced for 
the failure to bring int evidence the usual 
protective, detoxicating mechanism in 
the case of gold in patients suffering from 
rheumatoid arthritis. 

1. Experimental animals permit an ade- 
quacy of control not possible in a 
small series of 21 human cases. 

. The induction of an allergic mech- 
anism in humans with rheumatoid 
arthritis is not brought into play 
in the case of experimental animals, 
so that an actual detoxication of a 
substantial amount of the gold may 
not manifest itself by a reduction 
in severity and incidence of out- 
watdly apparent symptoms of tox- 
icity such as skin reactions. 

. Experimental animals may be gifted 
with natural powers of resistance to 
gold not present in humans as far 
as skin reactions, etc., are concerned. 

. Rheumatoid arthritis renders patients 
more susceptible to gold. 


Summary 
(1) As a result of the success ob- 
tained by a number of investigators in 
protecting, with various aetoxifying sub- 
stances, a large group of laboratory ani- 
mals from the toxic effects of a wide 
group of intoxicants, including gold, I 
was induced to attempt the duplication 
of these results in 21 patients receiving 
gold salts for rheumatoid arthritis. 
(2) Twenty-one patients were treated 
with gold plus a detoxifying composi- 
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Table II 
Therapeutic Chart 
Case Toxic Manifestations Acc. Nature of Mgm. G.S. Action of Therapeu. React. 
No. to Administration Reaction Adminis- Detox. on action of attrib. 
tered Au react. Detox. to 
Oral Separate Combined alone on Detox. 
rheu. proc. alone 
1 — — — -— 2500 + 0 0 
2 + Localized Itching 
& Dermatitis 1000 
Carbuncles 505 0 0 0 
5 + +4 + Mouth sores Nausea 
Leukopenia 160 0 0 Diarrhea 
Itching, vertigo 300 0 0 0 
+ + Itching, Rash 540 + 0 
Purpura 390 0 0 0 
9 0 + —_ Localized Dermatitis 2000 _ 0 0 
10 Platelets reduced 975 0 
11 _ General Dermatitis 45 0 
12 + _ — Disorientation 
Ataxia, Hysteria? 50 0 
14 + _ _— Confusion Exhaustion 
15 — — _ Confusion 40 0 0 0 
Disorientation Iatense Dermatitis 
16 + Exhaustion 
17 ++ ++ Leukopenia 700 
18 Diarrhea 
a Cholecystitis 400 — 0 0 
19 Leukopenia (4,000) 
Reduc. Plat. count 
& 2° anemia 900 os 0 0 
20 ++ Intense itching 
Rash 300 0 0 upset (7?) 
21 Purpura, Fainting 
+? spells 400 0 0 0 


tion consisting of glycine, cystine, glucur- 
onic and ascorbic acids, and choline. These 
substances were especially chosen for their 
common detoxifying protective function in 
the body. 

(3) In order to test the effects of these 
detoxicants in protecting the system 
against gold-toxic reactions, patients were 
divided into 3 main groups: (1) those 
receiving the detoxicants orally in the 
form of a powder, (2) those receiving 
the detoxicants as well as the gold com- 
bined as one intramuscular injection, (3) 
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those in which the gold and the detoxi- 
cants were given separately as two intra- 
muscular injections. A fourth series 
representing a combination of these 3 
groups was also included. An average 
of 715 5/7 mgms. of gold sodium thio- 
malate was administered. 

(4) It was concluded that in the small 
series of 21 patients forming the basis 
for this study, the detoxicating substances 
employed revealed no apparent protective 
function in reducing the incidence of gold- 

—Concluded on page 287 
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GASTRO-INTESTINAL ALLERGY 


GEORGE ADAMS MERRILL, M_D., F.A.C.P. 
Brooklyn, N. Y. 


allergy is new 
in name only. Dr. Osler as early as 
1895 described a group of patients with 
purpura, urticaria and angioneurotic edema, 
who in addition had gastro-intestinal symp- 
toms. A large proportion of these pa- 
tients had suffered from abdominal colic 
with occasional vomiting and diarrhea. In 
one publication he called attention to the 
surgical aspect of this condition, stating 
that it was similar to appendicitis, but dis- 
tinguished from it by the presence of 
cutaneous lesions. In 1914 Osler men- 
tioned the similarity between such a con- 
dition and that exhibited by patients who 
suffered from hypersensitiveness to shell 
fish or from hay fever. He mentioned 
also the relationship of serum rashes to 
the conditions described, and stated that 
his patients might well be presenting ana- 
phylactic phenomena. 

Dr. J. B. Bogart at about 1910, on two 
occasions at Kings County Hospital, operat- 
ed on patients diagnosed as having acute 
surgical abdomens. He found in each case 
a loop of large bowel, swollen, pearly 
grey in color, exhibiting no interference 
with the blood supply, and whose lumen 
was patent. In each case he made a diag- 
nosis of angioneurotic edema of the bowel, 
closed the abdomen, and the patients made 
uneventful recoveries. 

The above described conditions we now 
classify as gastro-intestinal allergy. The 
attack begins with abdominal pain, often 
peri-umbilical, although it may originate 
in any part of the addomen. It is colicky 
in character, and not accompanied by fever. 
It may last from a few minutes to several 
hours, and may be accompanied by vom- 
iting or diarrhea, or both. There may be lo- 
calized tenderness, or one may occasionally 
palpate the colon, as an intra-abdominal 
mass. True muscular rigidity, which per- 
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sists, and rebound tenderness are not apt 
to be present. 


ERE may be a history of constipation 
or diarrhea, with flatulence and mu- 
cus, with or without blood, in the stools, 
The explanation of the above behavior is as 
follows: The absorption of undigested pro- 
tein into the blood stream, through the 
normal or impaired mucous membrane of 
the intestinal tract, causes sensitization of 
the cells of the mucous membrane to these 
noxious proteins. When these proteins 
are absorbed into the circulation on future 
occasions, the allergic reaction takes place 
in the sensitized cells, causing increased 
capillary permeability, edema, and spasm 
of the smooth muscle. Such a reaction 
may take place as a result of direct contact 
between the specific food and the intestinal 
mucous membrane (the so-called contact 
reaction), or the allergic reaction may re- 
sult after the absorption of the food into 
the general circulation (the general reac- 
tion). This may explain the immediate 
and the delayed onset of abdominal pain 
after the ingestion of a specific food. 

Cyclic vomiting in children is often al- 
lergic in origin. The periodicity is ex- 
plained by the fact that the patient at cer- 
tain intervals eats a food to which he is 
sensitive, some time before the attack. The 
following comment from the Department 
of Pediatrics of the University of Pennsyl- 
vania was recently made by Dr. Rubin, 
Assistant Professor of Pediatrics. 

“While the occurrence of intestinal 
hemorrhage due to allergy has long been 
recognized, its importance in the new born 
period seems to have escaped description 
in pediatric literature.” 

Rubin describes six cases seen in the past 
three years. I shall quote only one, as all 
the cases are essentially alike. 
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Patient G. G., with a family history of allergy, 


was normal at birth, and weighed 914 Ibs. at one 
month. Evaporated milk was given at birth. For 
the first three weeks there was considerable colic. 
(Vomiting did not occur.) At the beginning of the 
fourth week, the stools, which until then had been 
normal, became soft, and contained considerable 
flecking of bright red blood. The amount of blood 
increased until the entire stool mass was peppered 
throughout with millet-like specks of blood, and 
contained much mucus. Fever was not present. 
After eliminating other possible causes of melena, 
the diagnosis of allergic bleeding was considered. 
The child was taken off cow’s milk and put on 
human breast milk. The bleeding stopped in forty- 
eight hours. One week later cow’s milk was again 
given. There was a prompt return of bleeding 
within twenty-four hours. The child was then put 
back on breast milk, and, after three months, on 
goat’s milk, with no return of bleeding. At the age 
of one year the child developed another allergic 
phenomenon, eczema. Another of the group devel- 
oped asthma. 

I personally have not seen any cases sim- 


ilar to the foregoing. 


first portion of the alimentary tract 
to exhibit allergic reactions is the lips. 
The mucous membrane becomes swollen, 
either from direct contact with the of- 
fending excitant, or from the ingestion of 
such excitant, usually a food or drug. The 
swelling may involve one lip, or both, or 
occasionally one-half of one Fs, and in one 
case I can recall, always the same half. 
The swelling may be slight, or a condition 
simulating the Ubangi lip may obtain. 

In the latter case, the pain is intense, 
and deglutition impossible. In the minor 
cases, itching or stinging of the lips, with 
occasional breaks in the mucous membrane 
and the exudation of serum, is present 

The tongue may be similarly affected. In 
severe cases, it protrudes from the mouth, 
causing much pain, and difficulty in swal- 
lowing and breathing. 

The oropharynx may also be affecied, 
the symptoms here being itching or burn- 
ing sensations in the mouth, and in severe 
cases difficulty in swallowing. The mucous 
and salivary glands are stimulated, causing 


 salivation. 


The ordinary herpes labialis may be of 
allergic origin. 

These conditions may last from a few 
hours to several days, either continuously 
or intermittently. An injection of adrena- 
lin, 5/10 cc., repeated every quarter hour 
if necessary, will usually give promot re- 
lief. Its continued use over several days, 
or the use of adrenalin in peanut oil (a 
slow absorbing adrenalin), will usually 
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keep the condition under control until the 
exciting agent has been eliminated. 


AS symptoms referable to the 
stomach may consist of colic, alone, or 
accompanied by vomiting. The pain may 
be localized in the epigastrium or it may 
spread to other parts of the abdomen, as 
previously described. Eyerman has de- 
scribed roentgenographic findings of stom- 
ach and intestina: hyperperistalsis, in a pa- 
tient with severe abdominal pain, caused by 
the ingestion of food to which he was sen- 
sitive. Fluoroscopic studies by Rackeman of 
an asthmatic patient revealed definite 
spasm of the pylorus, which disappeared 
between attacks. There may be delayed 
emptying of the stomach, and hypertonic- 
ity and hyperperistalsis of the intestine. 

Some investigators feel that gastric ul- 
cer is an allergic phenomenon, and cite 
cases where food sensitivity has been 
proven by skin tests, with the relief of 
symptoms when offending foods are with- 
held, and the return of symptoms when 
the food is again eaten. This is not our 
conception of gastric ulcer. We have 
studied a large group of ulcer cases at 
Kings County Hospital from the allergic 
angle, and do not feel that allergy plays 
any part in this disease. Mucous colitis 
is often due to food allergy. This has 
been demonstrated by many workers. The 
offending foods have been discovered, 
either by skin tests or elimination diets, 
the symptoms have disappeared when the 
foods were withheld, and have reappeared 
when the foods were eaten again. 

Dr. T. T. Mackie, who studied a group 
of colitis cases, following some of them 
up to ten years, reported a case where blood 
and mucus appeared in the stools when- 
ever milk was taken in any appreciable 
amount. The symptoms cleared up imme- 
diately when milk was stopped. This 
procedure was ap a number of times, 
during a period of several years. He 
pointed out that an organic lesion like 
ulcerative colitis may also have an aller- 
gic factor, which intensifies the symptoms 
due to the organic lesion; or the allergic 
factor may initiate the organic lesion. Dr. 
R. Cooke reports a case, repeatedly diag- 
nosed as chronic appendicitis. The ap- 


ion 

ols. 

as 

he 

of 

of 

ns 

re 

ce 

ed 

m 

mn 

ct 

al 

ct 

fo 

te 

n 

|. 

s 

t 


pendix was finally removed. The attacks, 
however, did not cease with the removal of 
the appendix. All attacks ceased when 
the patient stopped using milk. Later, a 
number of attacks were purposely induced 
by milk which on its with- 
drawal. 

We have seen a number of cases simi- 
lar to the foregoing. 


Mrs. A. T. was admitted to the gynecological 
service with the diagnosis of ruptured ectopic, 
which diagnosis was concurred in by the attending. 
A laporatomy was done. The cul-de-sac was filled 
with serum. Tubes and ovaries were normal. The 
terminal ileum was edematous and greyish in color, 
as was the base of the cecum; the blood supply 
was intact, the lumen patent. No other intra- 
abdominal lesion was present. The doctor 
the abdomen, and it was not until the next day, 
while discussing the case with some confréres, that 
he decided it was a case of intestinal allergy, which 
it undoubtedly was. He observed, in retrospect, 
that the patient improved considerably when given 
a hypo of adrenalin for the initial shock which 
was present. Had more adrenalin been given, the 
patient would have recovered promptly, without 
operation. 


The last part of the alimentary tract to 
be affected allergically is the anus. Pruritis 
ani may also be caused by food to which 
the patient is allergic. 


H°” are we to diagnose these condi- 
tions? Not by sending the _omge to 
a laboratory for a series of skin tests. 
As in any clinical problem the most im- 
portant single aid is a good history. An 
exhaustive history of the patient's eating 
habits; his exposure to materials which he 
may handle in his work; careful question- 
ing as regards his digestion and bowel 
function; and a personal or family history 
of asthma, hay fever, urticaria, etc.; all 
are of equal importance. A complete physi- 
cal examination is, of course, essential. 
There are no laboratory tests which 
demonstrate that a patient belongs to the 
allergic group. Blood chemistry does not 
help. The presence of a high eosinophile 
count is suggestive, as is the presence of 
many eosinophiles in the secretion of the 
mucous membranes affected. In cases re- 
sembling an acute surgical condition, the 
absence of fever, absence of a high leuko- 
cyte count, and a high poly count are 
suggestive. The leukopoenic index, as 


used by Vaughn, is not as yet a recognized 
procedure. The relief of symptoms fol- 
lowing the use of adrenalin by hypo may 
make the diagnosis for us. My feeling is 
that where an obscure abdominal condition 
exists, bordering on the surgical side, in 
the absence of definite signs of intra-ab- 
dominal pathology, and.in the presence of 
a definite allergic history, as for instance, 
the coexistence of hay fever or asthma, 
adrenalin should be used in moderate dos- 
age, over the period of an hour or two, 
before surgery is resorted to. In subacute 
or chronic conditions, skin tests, trial diets, 
and the examination of mucus from the 
offending mucous membranes are indis- 
pensable. A complete x-ray study of the 
intestinal tract, to eliminate any possibility 
of other pathology, is often necessary. To 
establish the diagnosis of gastro-intestinal 
allergy is often difficult. It should always 
be kept in mind, when dealing with an 
obscure gastro-intestinal problem. 


Treatment 
T HE treatment of cases of gastro-intes- 
tinal allergy is largely the elimination 
of foods or drugs from the diet. De- 
sensitization to foods by either the sub- 
cutaneous method or by mouth is not often 
successful. Children in the course of time 
often desensitize themselves by occasional 
contact with offending foods repeated over 
intervals of months or years. The treat- 
ment of acute conditions has already been 
discussed. The treatment of an obscure al- 
lergic condition requires much patience, 
and also a rather extensive knowl- 
edge of internal medicine. As Doctor W. 
T. Vaughn has said in his latest book, 
“The Practice of Allergy,” ‘There is no 
place in the practice of medicine for the 
so-called specialist in allergy, or worse, 
a specialist in hay fever and asthma, un- 
less he is thoroughly versed in the prin- 
ciples and practice of medicine, more ¢s- 
pecially in internal medicine.” 


Read before the Scientific Session of the Associated 
Physicians of Long Island held January 31, 1942 in 
the Kings County Hospital. 
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BURNS 


WALTER A. COAKLEY, M._D., F.A.C.S. 
Brooklyn, N. Y. 


hee importance of properly treating 

burns is realized perhaps more by those 
of us who do reconstructive surgery than 
by any other group. 

The number of deaths which occur 
from burns, the weeks and months and 
sometimes years spent in the hospital, the 
loss of time and income in adults and of 
sunshine and education in the case of chil- 
dren, and the numerous deformities and 
disfigurements which prolong the attempts 
at rehabilitation are sufficient reasons to 
cause us to regard a burn with consider- 
able respect. 

The treatment of the burned patient in 
recent years has undoubtedly decreased the 
mortality and morbidity quite considerably. 
This can be attributed not to any single 
method or drug in use (as would many 
proponents of certain drugs like to make 
us believe), but rather to a more basic 
and fundamental understanding of the dis- 
tupted physiology which results. This in- 
cludes many intricate and complex patho- 
logical changes not only locally, . but 
throughout the vascular system, and in- 
cludes many tissues and vital organs quite 
aa anatomically from the site of the 
urn. 

Any treatment or series of treatments 
which takes all these changes into consid- 
eration and tends to offset them and to 
keep the body in a more normal state of 
equilibrium is good treatment. Converse- 
ly, any treatment which disregards these 
fundamental changes, regatdless of how 
zealously and enthusiastically carried out, 
is poor treatment. 


HE skin normally covers the body 
and pw a big role in preventing in- 
fection by maintaining a relatively im- 
*Based on a study of 800 cases, 200 of which 
were skin grafted. 
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pregnable barrier through which the bac- 
teria, which are present everywhere, can- 
not penetrate. When the skin is injured, 
as occurs in burns, this barrier is no 
longer present and the wound resultin 

may, and frequently does, become intel 
In addition the skin helps to maintain the 
normal temperature of the body through 
its tremendous capillary network and its 
sweat glands. With a severe burn, the 
heat regulation of the body often is com- 
pletely nee, oa This is especially true 
in small children and I recall one child, 
three years of age, who had a second de- 
gtee burn involving only 10 or 15 per 
cent of the body surface who was ad- 
mitted one hour after the burn with a 
hyperthermia of 107.4. Within another 
45 minutes the temperature reached 109 
in spite of ice water enemas, alcohol 
ym and ice packs externally. She 
eveloped a series of convulsive seizures, 
became comatose and expired within a 
few hours after admission, in spite of con- 
stant and thorough attempts to treat her. 
Another evidence of the effect of loss of 
skin on the temperature regulation is seen 
later in the course when the patient with 
a large granulating wound (even though 
relatively clean) runs a widely fluctuating 
temperature course often varyine from 98 
to 104 or 105 without any evidence of a 
septicemia. 

The skin, further, plays an important 
role (along with the lungs) in respiration 
and in the loss of fluid from the body. 
It has been estimated that the insensible 
loss of fluid from the adult body each 
day is approximately 2000 cc. This occurs 
through the skin and lungs. It has also been 
scientifically determined that the rate of 
evaporation of the fluid from the burned 
surface is 21/, times as great as from an 
equal area of normal skin. Thus the 
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amount of fluid required daily by the 
burned patient can be determined by the 
extent of the burn, the surface area in- 
volved and the loss of fluid. Further- 
more, the role of the kidney must be 
considered. Normally, an adult loses 
about 1500 c.c. each day through the 
urinary system and this must be added 
to the amount of fluids given to the pa- 
tient. On the other hand, if the renal func- 
tion becomes impaired, which frequently 
occurs as the result of a severe burn, the 
patient may become edematous because of 
lack of urinary output, and such a renal 
shut-down offers a poor prognosis. Oliguria 
or even complete anuria is not infrequent- 
ly seen, especially during the first few 
days of a severe burn. Finally, in estimat- 
ing the fluid intake the loss of fluid from 
vomiting must be taken into account, 

When a second degree burn occurs, 
one notices the formation of blebs on the 
surface of the burned area. In addition 
to water, the yellow fluid which accumu- 
lates and fills the bleb contains consider- 
able plasma proteins and various elec- 
trolytes from the blood and tissue fluids, 
and is the result of a marked increase 
in the permeability of the capillaries. Not 
only are the capillaries at the site of the 
burn affected, but the vascular system 
throughout the body as well. It is not 
unusual at post-morten examination to find 
capillary hemorrhages in the brain, the kid- 
neys, throughout the  gastro-intestinal 
tract and elsewhere. 


HE fluid in the vesicles contains so- 
dium, chlorides and other essential 
electrolytes of the blood tissue spaces and 
cells of the body and their loss must be 
restored before serious disturbances in the 
2lectrolyte balance of the body occur. 
The loss of chlorides (contrary to pop- 
ular belief) is not great and usually can 
be restored by 500 to 1000 c.c. of normal 
saline per day. The tendency is to give 
these patients too much saline and I have 
observed instances in which the patient 
became tremendously edematous, a to 
over zealous treatment with saline infusion. 
If the patient is vomiting, more chlorides 
are lost and this should be estimated and 


additional quantities given. Frequent 
blood chemistry studies should be made 
and, if these show the chlorides to be 
low, more saline is given. Roughly, one- 
half gram of salt per kilo of body weight 
is given for each 100 milligrams below 
normal. (Normal blood chloride 560 
mgm. per cent.) 

Serum sodium likewise decreases—be- 
ing lost in the burned area. The admin- 
istration of desoxycorticosterone, or of 
eschatin (cortin) tends to restore the so- 
dium to normal. (Normal blood serum 
sodium is 320 mgm. per cent.) 

are no particularly significant 
changes in the potassium, magnesium 
or calcium levels of the blood. 

The acid-base balance is often disturbed, 
the carbon dioxide combining power be- 
ing lowered. This is not improved by 
giving sodium bicarbonate. 

The non-protein nitrogen and blood 
sugar levels are both increased. The former 
particularly if the urinary output is poor. 

The vitamin C content of blood de- 
creases and should be added to the diet, 
as should the other vitamins, as these pa- 
tients frequently have poor appetites and 
are unable to get any sunlight for weeks 
or months. This is particularly true in 
young children. 

A relative state of anoxia sometimes re- 
sults and these patients often become 
cyanotic and the respiratory rate increased, 
continuing for long periods at 30 to 40 
per minute without any clinical or x-ray 
evidence of pneumonia. 

There is undoubtedly considerable ab- 
sorption of toxins and chemicals from the 
site of the burn. In third degree burns, 
the toxins of broken down cells with their 
decomposition products such as_ the 
nucleic acid radicals are absorbed. Liver 
cell necrosis with associated impairment of 
liver function (as shown by the usual 
laboratory tests) and jaundice have all 
been reported. The latter must be ex- 
ceedingly rare, however, in spite of re- 

rts to the contrary. ; 

With this brief discussion as a basis for 
the understanding of the chemical pathol- 
ogy of burns, the treatment now can be 
entered upon more rationally. 
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2 ry following is the routine treatment the operators wearing sterile gloves 


quantities (500 to 1000 c.c.) in all 


which would prevent the loss of fluids, 


u 
ie. of the burned patient as prescribed and and gowns. The area around the 
0 be carried out by the Plastic Service in Kings burn is first cleansed with sterile 
one- County Hospital. soap and saline; benzine, ether, etc., 
eight 1. Burns are considered as emergency are used if necessary to remove oil 
low cases and are treated as such regard- or grease. When this area is thor- 
560 less of the hour the patient arrives.. oughly cleansed, the burned area is 
A brief cursory examination of the then draped, cleansed thoroughly and 
—be. patient is carried out. quickly to debrided as much as possible. This 
min- evaluate the condition so that emer- means removing all the blebs and dead 
- of gency procedures, if necessary, may be skin back as far as healthy skin and 
- $0- carried out without delay. repeatedly flushing the wound with 
russ . Unless the patient is unconscious or normal saline. Scrubbing the wound 
there are other reasons for withhold- with brushes is avoided where the 
cant ing morphia it is given immediately in pain may throw the patient into shock. 
ini a large dose (often 1/3 grain to an . After the wound has been completely 
adult) and repeated as frequently as cleaned, the patient is placed on fresh 
sad it seems indicated. Most burns are sterile sheets, and the wound gently 
iy severely painful and the patient may dried and then sponged with sulfa- 
by go into a state of shock from the diazine solution. This consists of 21/ 
pain alone if not treated adequately. to 31/4, per cent sulfadiazine in an 
od . If the patient is in shock or shock 8 per cent aqueous solution of 
ner seems imminent, this is treated im- triethanolamine. The solution is 
on. mediately and the burn secondarily, sprayed on with a hand atomizer every 
e. when, and if, the patient’s general hour the 1st day, every 2 hrs. the 2nd 
et, condition justifies local care. The day, every 3 hrs. the third day and 
wy treatment of shock consists of elevat- every 4 hrs. the 4th day. A thin 
nd ing the foot of the bed; giving the transparent eschar will have been 
ks patient sedation for restlessness; keep- formed by this time and further spray- 
in ing the patient warm with blankets ing is not essential. No dressing is 
and hot water bottles; and the in- used. A heat cradle covered with 
e- travenous use of fluids, especially sterile sheets is placed over the pa- 
1e blood plasma. The use of eschatin or tient. The sulfadiazine can be used 
d, cortin (6 c.c. every 6 hours) has also on mucous membranes, and in and 
0 been found of value in some cases. around the eyes, safely. Prior to the 
y Plasma is given not only immediately, recent use of sulfadiazine we used 
but _— during the first few gention violet, tannic acid, a combina- 
= days, for the patient is in a state of tion of these two, amertan (which is 
e hemoconcentration and whole blood is a 5 per cent tannic acid gel containing 
, contraindicated until later in the merthiolate), tannic acid and_ silver 
tc course of treatment when, due to pos- nitrate, cod liver oil ointments and 
> sible beginning sepsis and anemia, it many others. The underlying pur- 
: becomes of considerable therapeutic poses of all of these (except the cod 
value. The plasma is given in large liver oil) was to form an_eschar 


severe burns even without any evi- 
dence of shock, in order to compensate 
for the loss of plasma proteins at the 
site of the burn. 


. If the patient’s general condition war- 


rants local treatment, that is carried 
out under aseptic technique with 
sterile sheets beneath the patient, and 
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plasma proteins and electrolytes from 
the burned area and at the same time 
prevent infection, relieve the patient's 
pain and aid in the rapid epitheliza- 
tion of the wound. If the patient 
comes in with an old burn which 
either is already or potentially infect- 
ed, wet dressings of 5 per cent sulfa- 
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nilamide are used. This is later fol- 
lowed by normal saline or boric acid 
solution dressings. 

It has already been stated that we 
give these patients tremendous quan- 
tities of plasma—often as much as 500 
to 1000 c.c. on the day of admission 


and another 500 to 1000 c.c. within 
the next 24 to 48 hours. This com- 
_ the shock and restores the plas- 

roteins which have been lost. 
In In addi dition, if the patient cannot take 
adequate fluids by mouth or is vom- 
iting, he is given infusions of glucose 
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Come frlicat ions — 


and distilled water as well as normal 
saline in the proportion of 2000 c.c. 
of the former to each 1000 c.c. of the 
latter to prevent edema formation from 
’ too large an intake of saline. In or- 
der to be certain of the patient’s total 
fluid intake and output each day, these 
are recorded on a special “Intake and 


Output”’ chart. 
. Urinalysis, blood count and complete 
blood chemistry including sugar, 


urea, creatinin, chloride, sodium, CO, 
combining power, serum proteins and 
sulfadiazine blood levels are obtained 
daily or as often as each case seems 
to indicate the necessity for these pro- 
cedures. 

. Tetanus and gas bacillus antitoxin is 
given each patient after a preliminary 
sensitivity test. 

. Burns involving joints such as the 
axilla, popliteal area, neck, etc., re- 
ceive special attention, and orthopedic 
appliances to prevent contractive de- 
formities and drop foot are used from 
the beginning of the treatment, for 
the prevention of these deformities is 
much simpler than the correction once 
the deformities have been allowed to 
occur. In burns involving the popliteal 
area and axilla complete extension of 
the extremity in the beginning is easy 
and the eschar tends to aid in main- 


10. 


11. 


12. 


Fig. 1 
Before grafting 


taining this position later. Early mo- 
tion is encouraged in burns involving 
the fingers, hand and wrist, especially 
in older patients. The extremity in- 
volved is elevated to prevent edema 
formation. 

The diet is of high pers and high 
vitamin content with added hemo- 
globin-producing stimulants, such as 
liver, iron and copper. 

Each patient has a burn chart which 
is kept on the front of each hospital 
record. (See illustration). 

Follow up care: 

Wet dressings are started approximate- 
ly 10 days to 2 weeks after the onset 
of treatment and usually within 48 
to 72 hours the eschar may be tre- 
moved in one large sheet, when epi- 
thelization has already begun beneath. 
Occasionally in a third degree burn 
the eschar remains firmly adherent 
for a considerably longer period and 
may even require surgical removal, 
leaving a granulating surface. It is 
often necessary after the first few days 
to give the patient repeated small 
transfusions whole blood, for they 
rapidly become anemic with a chronic 
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granulating and suppurating wound. 
Once a granulating surface occurs the 
best treatment is to quickly clean up 
the wound and cover it with a skin 
graft, for when the acute stage of a 
burn with its many far-reaching ef- 
fects is passed, the patient then suf- 
fers primarily because of the loss of 
skin and this should be restored as 
quickly and effectively as possible. 

It is perfectly convincing and very 
dramatic to observe the wonderful im- 
provement in patients almost imme- 
diately after new skin has been placed 
over the open granulating wound. 
This is clearly shown by the tempera- 
ture and pulse charts, where a septic 
temperature of 103° to 105° drops 
to normal and remains there; by the 
astounding pick-up in appetite and 
gain in weight; by the marked rise in 
hemoglobin and the return of all of 
the blood elements to normal; and by 
the mental improvement of the patient 


Fig. 2 
After grafting with split skin grafts, 
which show perforations to allow es- 
cape of serum. 


both as far as behavior and general 
outlook are concerned. Another advan- 
tage of skin grafting is the marked 
improvement in the appearance and 
texture of skin which has been graft- 
ed, which is of good color, soft and 
ye as compared to the skin which 

as been allowed gradually to cover 
the wound by healing. This latter is 
thin, scarred, dried, and scaly, break- 
ing down readily and repeatedly; and 
both cosmetically and functionally is 
poor skin. Finally, patients with large 
granulating wounds which would have 
required 2 to 3 months or more for 
complete healing have been grafted, 
healed and sent home in 3 or 4 weeks 
after grafting. 

Since the advent of the dermatome, 
large areas of skin of any uniform 
thickness desired may be obtained 
quickly from donor sites heretofore 
impossible to be used with the other 
means at our disposal. The donor site 
usually is healed sufficiently after 10 
to 12 days so that it does not require 
a. dressing and the same donor site 
may be used again, if necessary, a few 
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weeks after the original graft has been 
taken. 

Grafts of .008, 0.10, or .013 of an 
inch in thickness are usually used for 
granulating wounds. Those wounds 
involving flexor surfaces of joints or 
perfectly clean wounds such as those 
occurring after excision of an old 
healed scar are usually corrected with 
grafts rating from .015 to .025 of an 
inch in thickness. 

Moderate pressure dressings’ (with- 
out the use of sea sponges) are then 
applied and left in place for 4 or 5 
days in case of granulating wounds 
and seven to ten days in the case of 
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so-called “clean” wounds, after which 
they are changed daily and kept moist 
with boric acid solution. To prevent 
the wrinkling of a graft on the flexor 
surface of a joint whirlpool baths 
begun within 2 or 3 weeks after graft- 
ing are frequently of advantage. 


| om too frequently one is called to see 
the end results of burns treated without 
regard to contracture deformities, and 
these, of course, must later be corrected 
in order to completely rehabilitate the pa- 
tient. How much easier it would have 
been and how much better for the patient 
if prevention rather than secondary correc- 
tion had been foremost in the surgeon’s 
mind. 


SINUS AND MASTOID SURGERY? 


M. GERARD GOLDEN, M.D.., F.A.C.S. 
Brooklyn, N. Y. 


§ tics record shows that less surgery is a distinct possibility if not a probability. 


being done by the otolaryngologist 
year after year, especially since the advent 
of the sulfonamide group of drugs. 

Does this mean that mastoid and sinus 
surgery is being abandoned? If so, aban- 
doned by whom and for what reasons ? 

There is no question of the almost uni- 
versal, and to a large extent successful, use 
of the sulfonamides in upper respiratory 
infections, sore throats, head colds and 
acute otitii—in a word, all of those condi- 
tions which are the forerunners of acute 
surgical mastoiditis. 

This whole problem merits thoughtful 
consideration. Are we dealing with a cycle 
of diminished virulence of organisms? 
Will there follow a cycle of increased 
virulence, or even of epidemics? That is 
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Time, of course, will tell. 


T is a common observation that the use 

of the sulfonamides in soft tissue in- 
fection not only brings the temperature 
down sharply and decidedly lessens the 
course of the infection, but it also goes a 
long way in preventing complications. 
When you encounter mastoid and sinus 
disease, however, you have to deal not 
only with soft tissue, but with a basic 
background of bone pathology. A sur- 
gical mastoiditis is always a complication 
of a nose and throat infection, barring the 
isolated case of primary mastoiditis or 
primary jugular bulb thrombosis. 

Does the use of sulfonamides cure the 
surgical mastoid? Does it prevent its com- 
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plication? Does it influence the signs and 
symptoms of the progress of acute mas- 
toiditis? Does it justify procrastination, 
with safety? Here we are dele with an 
entirely different aspect of the problem. 
There is a tendency on the part of the 
otolaryngologist, as well as of the general 
practitioner, to be lulled to sleep by the 
miraculous tales of cures obtained by the 
use of the sulfonamides. With the ad- 
vent of a panacea, there is necessarily a 
period of trial and error, during which we 
evaluate the true usefulness and true lim- 
itations of the new type of therapy. 


has been the author's experience and 
observation that cases treated with 
chemotherapy for a considerable time be- 
fore mastoidectomy show an entirely dif- 
ferent pathological picture at the operating 
table. At this point it might be well to 
mention some observations from the roent- 
genological standpoint. A personal com- 
munication ‘from Dr. Fred Law states 
that when given late in the course of the 
mastoiditis, the sulfonamides will mask the 
true x-ray picture by eliminating the 
pathognomonic “fuzz” over the trabeculae, 
showing them up as clearly defined, but 
thinner than the normal picture. He also 
advises that when sulfathiazole is used, a 
check-up x-ray picture should be taken of 
the mastoid five days after the drug is dis- 
continued, and, in the case of sulfadiazine, 
ten days after the drug is discontinued. 

The use of sulfonamides may lull the 
general practitioner into a false sense of 
security as far as the ultimate prognosis 
is concerned, but it does not absolve him 
from completing his diagnosis. 

Mastoid flare-ups involving the lateral 
sinus (intracranial extension), while the 
drug is being used, will not give the symp- 
toms (for instance, temperature with or 
without chills) that these complications 
ordinarily exhibit, but the bone destruction 
continues on until the focus in the bone 
is removed by a complete mastoidectomy. 
If there is no operation, when indicated, 
the case may go on to epidural abscess 
(brain abscess) and meningitis. 

The author has observed more cases of 
epidural abscess in the last half decade 
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than in the previous decade and a half, 
an increased ratio of 3:1, diagnosed pre- 
operatively. 

It is not our contention that sulfona- 
mides produce epidural abscess but we do 
coal that the masking of symptoms of 
pathological extension, and the concurrent 
procrastination, are the responsible agents. 

The use of sulfonamides, in purulent 
involvement of the middle ear, is not 
synonymous with the proper medical care 
of the ear condition. There may be a 
definite need, somewhere in the course of 
the ear disease, for a surgical diagnosis of 
mastoiditis either to be made or to be ruled 
out; and if made, the further use of 
sulfonamides is absolutely contraindicated, 
as an alternative to operation. 


ET us now consider the abandonment of 
sinus surgery. The following, taken 
from a letter addressed to me, is pertinent: 
“Since I last saw you, I talked with three of 
your patients, who had been operated upon by you. 
After talking with them, I was certainly convinced 
to the’ point where I unquestionably was going to 
have the operation you suggested. However, time 
seems to heal everything plus one’s attitude of 
mind in discussing his troubles. In talking with 
some medical doctor friends and acquaintances, 
they again built up my resistance and shrunk my 
desire for an operation. Accordingly I am going 
to wade through possibly another year and see 
what results I may achieve by resorting to dis- 
ciplining myself to the extent of cutting down on 
my drinking and smoking.” 


HIS, of course, is (1) a testimonial 

of grateful patients, who have suc- 
cessfully been relieved of the misery of 
chronic sinus disease by adequate, com- 
petent, function-preserving, and diseased 
tissue-eliminating surgery; and (2) a chal- 
lenging indictment of unjustifiable and un- 
warranted misinformation under the guise 
of so-called friendly advice. Is there a 
ractitioner who deludes himself into be- 
ioles that he knows and understands the 
intricate problems of sinus disease, simply 
because more and more patients in the ex- 
panding ranks of his clientele come to him 
again and again for the pain killing seda- 
tive, the bacteria discouraging sulfona- 
mides, the argyrol nasal stick-up, the pro- 
fessional nose blow, the beauty shop elec- 
trical warmer (more commonly known 
as the diathermy treatment of sinuses) or 
the barber shop substitute for the Florida 
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sun (the ultra-violet treatment). Please 
do not misconstrue this statement. This 
is not a condemnation of the medical arma- 
mentariam when selected with care and 
used with discretion, where and when in- 
dicated. It is a simple statement of the fact 
that the use of these agents, in itself, does 
not lead to any understanding of the basic 
problem of sinusitis, whatsoever. 

Above all, the substance of this letter 
is a glaring illustration of the fact that the 
use of a connotation of a term such as 
sinus trouble or sinus surgery, instead of 
the true concept of the term itself, must 
lead only to intellectual chaos, mental be- 
wilderment, indecision and 
a general blackout of the problem. 


HE competent and qualified oto 

laryngologist, a diplomate of the 
American Board of Otolaryngology, a 
fellow of the American Academy of 
Ophthalmology and Otolaryngology, a 
fellow of the American College of Sur- 
geons and of several other special ad- 
vanced societies as well, examines and 
studies his patient, that is, with a thor- 
ough and comprehensive knowledge and 
intimate understanding of the problem in 
all of its divergent ramifications. He de- 
cides (1) how much interference the pa- 
tient has with the physiology, that is, the 
respiratory function, of the nose, (2) how 
much nasal obstruction there is, (3) how 
much interference with sinus ventilation 
and areration exists, (4) what telltale evi- 
dence of the nasal mucosa is disclosed in 
the way of allergy, infection, hyper- 
trophy, hyperplasia, tumefaction, conges- 
tion, thickening, atrophy, metaplasia, func- 
tioning of the cilia and of the mucous 
blanket, and above all, how much damage 
of an irreversible nature has already oc- 
curred in the lining of the nose and 
sinuses. Then he gives his considered, 
adequate, experienced and judicious opin- 
ion. 
The American Academy of Ophthalmol- 
ogy and Otolaryngology prides itself 
upon the fact that “The Academy is the 
largest eye, ear, nose and throat society 
in the world and is unquestionably the 
best'’—a fact emphasized by the President 
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in his address at the last convention in 
Chicago. He said among other things: 
“Let me emphasize the importance of the 
Academy as a clearing house for scientific 
knowledge. The Academy has improved 
and will continue to improve the sciences 
of ophthalmology and _ otolaryngology. 
This results in better scientific care for the 
patient.” 

Of the Academy’s graduate courses he 
says, “I doubt if any academy activity has 
been half as useful as the graduate 
courses.” 


Yay comes the practitioner and 
what is his advice? “Sinus surgery? 
Son, if you take my advice you won't te 
any one ‘monkey’ with your nose. Once 
you get started with those operations, 
there is no end to them, etc.” 

Now what is he actually saying? (1) 
That he has known patients who have sub- 
mitted to so-called nasal and sinus surgery 
and are worse off postoperatively. That is 
a fact. However, the advice here should 
obviously be, to have the operation done 
by a competent man, who gets results, or 
not have it done at all. Altogether too 
many turbinates have been sacrificed (and 
with them went Nature’s physiological 
ramparts and respiratory bulwarks) with- 
out in the least affecting the irreversible 
pathological changes in the mucosa of the 
ethmoids and other sinuses. There has 
been too much so-called “‘partial ethmoidec- 
tomies” for hyperplastic irreversible condi- 
tions. Such “nibbling” procedures do 
more harm than good because, through new 
scar tissue formation, the remaining mu- 
cosa is put at a disadvantage. Greater cir- 
culatory stasis results. It is reflected in 
a more rapid and progressive postoperative 
polyposis, that causes greater nasal obstruc- 
tion than obtained before the intervention. 


In purulent conditions it is good surgery 


to relieve pent-up pus under pressure in 
an individual cell or group of cells. The 
“all or none law” is the wisest axiom to 
apply to sinus surgery. Remove completely 
all diseased sinus tissue when indicated, or 
leave all such tissue severely alone. Half 
way surgery is ultimately a failure. (2) 
That as a result of his examination of the 
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patient, the general practitioner believes 
no sinus surgery is indicated, but patently 
this cannot be the case because the general 
practitioner is not competent to conduct a 
conclusive and comprehensive nasal and 
sinus examination (and the compensation 
laws of this state of New York so judge 
this matter); much less is he competent 
to interpret the changes of the mucosa that 
the trained otolaryngologist is capable of 
evaluating—and above all the average gen- 
eral practitioner does not know what an 
irreversible reaction in the membrane is, 
or how to recognize its presence. 


AVIGATION is an exact science. 
However, it may surprise you as it 
did me, to learn that prior to 1802 the fol- 
lowing conditions obtained. “Captains 
navigated by faith and the ‘feel of the seat 
of their pants.’ They gauged drift and cur- 
rent ‘by hunches,’ set courses by ‘intuition,’ 
and when they could not see land, 
‘smelled’ it. Since not all captains were 
gifted with a sixth sense, wrecks were fre- 
quent!” The above has been taken from 
the Book Review Section of Time maga- 
zine for January 12, 1942, page 72. It 
seems that some of our colleagues are still 
ancient mariners. 
Time heals! Surely! But how? From 
a pathological standpoint, healing is na- 
ture’s reaction to injury. If the injury is 
profound or extensive, the healing process 
results in scarring, increased connective 
tissue growth, round cell infiltration and 
other processes that interfere with adequate 
circulation, particularly venous and lym- 
phatic, and sets up the vicious cycle that, 
in the nasal and sinus mucosa, leads to 
hyperplastic and polypoid tissues. Time 
does not heal this. Time makes it worse. 


T should be incumbent upon the oto- 
laryngologist to a working 
knowledge of the problem of sinusitis to 
the profession, emphasizing the pathology 
and stressing the value of adequate sinus 
surgery in conditions associated with ir- 
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reversible changes in the mucosa. How- 
ever, it should be the province of the gen- 
eral practitioner to expose himself to this 
presentation and teaching. All doctors 
should possess a comprehensive theoretical 
knowledge of sinusitis and sinus surgery. 
They should know that there are definite 
conditions where surgery is indicated and, 
what is even more important, where it is 
contraindicated, They should know what 
benefits the patient may honestly expect to 
accrue from certain surgical procedures in 
the nose and pharynx. 

Only a surgeon whose competence is 
assured by broad training, extensive op- 
erating experience, understanding of 
pathology and assimilation of the accept- 
ed advances in his field should actually be 
entrusted with the operative procedure it- 
self, in the case of sinus surgery. 


N a word, the criticisms of sinus and 

mastoid surgery can well be summed 

up in the now familiar phrase, “too little 
and too late.” 

The “‘too little” aspect has already been 
dealt with, the so-called nibbling. 

A word as to the “too late” cases. Why 
should a sinus case be dragged on until the 
patient’s eye is displaced and consultation 
and intervention become an imperative and 
urgent necessity and more often than not 
the operation is demanded by the patient 
himself—or until the vision is gone—or 
until the child (or adult for that matter) 
with an ear infection wakes up with a 
facial paralysis or a cortical perforation 
making the ear stick out like a sore thumb 
—or until the chronic ear case develops 
signs of epidural abscess, meningitis or 
brain abscess ? 

So, by all means, let us abandon mastoid 
and sinus surgery of the “too little” 
variety and by all means let us abandon 
the use of drugs that mask the signs and 
symptoms but do not stop the course and 
progress of a complication of a surgical ear 
or of a surgical sinus of the hyperplastic 
irreversible membrane type. And above all 
let us not be “too late.” 
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in Gynecology 


CHARLES A. GORDON, M_D., F.A.C.S. 


and 


ALEXANDER H. ROSENTHAL, M.D., F.A.C.S. 
Brooklyn, N. Y. 


ee differences of opinion 
exist as to the need for anesthesia 
during the first stage of labor, all agree 
that the patient is entitled to relief of 
pain during delivery if this can be accom- 
plished without undue risk to mother or 
baby. The danger of general and spinal 
anesthesia is not fully appreciated because 
of the infrequency with which anesthetic 
accident occurs in any one clinic. Yet, 
in any analysis of puerperal mortality 
anesthesia will appear as an important 
cause of death. In Brooklyn, the primary 
cause of puerperal death is general or 
spinal anesthesia in about four cases yearly. 
Thus within a three year period, 13 pa- 
tients died from anesthesia. Five were 
delivered by cesarean section, four by 
forceps, three spontaneously and one was 
undelivered. In this last case death oc- 
curred from spinal anesthesia during an 
attempted version. General anesthesia, 
usually gas-oxygen-ether, was used in 10 
cases, and in one of these spinal anesthe- 
sia was used as a supplement. Three cases 
received spinal anesthesia alone. In a 
larger number of cases anesthesia contrib- 
uted heavily to the mortality though it 
was not coded as a factor by the statisti- 
cians, 


ANY methods of anesthesia are in 

common use. General anesthesia is 
preferred by many obstetricians, and when 
used with caution and not in the face of 
contraindication, the risk of accident can 
be minimized. However, a general anes- 
thesia of any type is a dangerous and pro- 
foundly toxic drug. It should not be ad- 
ministered to women with upper respira- 
tory complications, cardiac disease, tuber- 
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culosis, or toxemia. The margin of safety 
is small when hemorrhage has been con- 
siderable, or if the patient has been long 
in labor. All inhalation anesthetics pass 
through the placenta to the fetus and may 
make its resuscitation difficult. Many mul- 
tiparous labors are of such short duration 
and accompanied by so little pain that 
anesthesia is unnecessary. The various 
anesthetics used in obstetrics differ in their 
advantages and disadvantages. 

Ether causes a notable increase in re- 
laxation of the uterus just before and for 
a few hours after removal of the placenta, 
and atonic hemorrhage is common. In 
our experience it causes more bleeding 
than any other type of anesthetic. Firm 
uterine contraction is delayed, placental 
separation unduly prolonged and blood 
loss may be fatal. 


C HLOROFORM has its place. It has 
the advantage that the patient will go 
under and come out of the anesthesia 
easily and quickly. And it is excellent 
when relaxation of the uterus is desired, 
or for the breech, if it should become 
necessary to assist spontaneous delivery by 
extraction of the head. However, because 
of the narrow margin of safety it should 
be used only by those experienced in its 
use. Many expert anesthetists have had 
so little experience with chloroform that 
they fear it and many even decline to give 
it. Death is sudden. 

Nitrous oxide produces analgesia by a 
steadily increasing anoxia. Since anesthesia 
is possible only when concentration ap- 
proaches 100 per cent, the danger to the 
fetus is obvious. When used in the in- 
duction of anesthesia and preceding the 
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administration of ether, the obstetrician 
must be vigilant lest it be used with less 
than 25 per cent oxygen, for stillbirth, or 
neonatal death a few hours or a few days 
after delivery may be the direct result of 
its administration. 


THYLENE is better than ether if local 

anesthesia has failed or cannot be used 
for what appears to be good reason. Cyclo- 
propane would seem to have few contra- 
indications in obstetrics because of its ease 
of induction with an adequate oxygen sup- 
ply and low toxicity. Relaxation is better 
than with ethylene and approaches that of 
ether. However, since anesthesia is pro- 
duced in concentrations even lower than 
10 per cent, it is clearly very potent, and 
may produce untoward effects on mother 
or baby even though alveolar oxygen is 
adequate. Our present knowledge of its 
action on the circulatory system is so in- 
adequate that its use in cases of cardiac 
disease is highly debatable. Furthermore, 
anesthetic mixtures with cyclopropane are 
explosive. 

Because of its uncertainties, anesthesia 
by the rectal route has no place in the 
second stage of labor whatever advantages 
may be claimed for its use in the first 
stage by advocates of painless childbirth. 
And since we believe that there is lack of 
critical evidence that intravenous injection 
of potent narcotics is either desirable or 
safe in obstetrics, we have not used it. 

Recently A. H. Lakmann and A. C. 
Mittus (1) have discussed the advantages 
of caudal anesthesia for operative vaginal 
deliveries. Accumulation of experience 
will be necessary before proper evaluation 
of this method of anesthesia can be made. 

The great majority of authorities agree 
that spinal anesthesia is an exceedingly 
dangerous anesthetic for the obstetric pa- 
tient. In spite of the excellent results of 
Cosgrove, there is frequent report of 
deaths from its use. It is generally agreed 
that the mortality directly due to its use 
is highest in pregnant women. DeLee, 
long a consistent objector to its use, states 
that since its dangers are so well known 
it should not be used in obstetrics. He be- 
lieves that during labor the changes in 
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blood pressure are marked and that rapid 
and profound changes also occur in the in- 
traspinal pressure. Sudden emptying of 
the uterus changes pressures and currents 
and the resultant drop in blood pressure 
may be simultaneous with the fall due to 
the anesthetic. This is particularly dan- 
gerous if there is hemorrhage. 


S INCE there is good evidence to show 
that spinal anesthesia becomes reason- 
ably safe in the hands of those who, aware 
of its dangers, are competent to cope with 
the emergencies which may arise during 
its use, it is inadvisable for the occasional 
obstetric operator to employ this method 
of anesthesia. The attitude and experi- 
ence of the general surgeon may be dis- 
counted because the problem of abdominal 
delivery is in no way comparable to other 
types of laparotomy. Secondary respiratory 
failure based on primary circulatory failure 
is the factor making for death and appar- 
ently pregnancy predisposes to this danger. 


——- anesthesia is by far the safest 
anesthetic. In spontaneous delivery it 
can be used for the perineal stage and for 
the episiotomy and its repair. It can be 
used for such obstetric procedures as ce- 
sarean section, forceps delivery and breech 
extraction. Obviously it cannot be used for 
version. Preoperative preparation for ce- 
sarean with sedatives and narcotics is not 
absolutely safe because of danger to the 
baby. The peculiar advantages of local 
anesthesia follow: 

1. Uterine atony, delayed placental 
separation and undue hemorrhage are 
rarely encountered. 

2. There is little risk of narcosis of the 
baby from anesthesia. If morphine is not 
administered until one is ready to incise 
the uterus and extract the baby in a case of 
cesarean section there is no risk at all. 

3. In vaginal delivery relaxation of the 
pelvic floor reduces considerably the extent 
of vaginal lacerations. 

4. In cesarean section the postoperative 
course of the patient will be considerably 
smoother. Vomiting which may tear out 
peritoneal sutures is seldom seen. Pulmo- 
mary complications are rare. Abdominal 
distention and discomfort are minimal. 
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5. It is safe in constitutional diseases 
that contraindicate general anesthesia as 
toxemia, cardiac disease, tuberculosis and 
types of vital organ impairment in which 
a general anesthetic would act as an over- 
load. It may be given with safety to pa- 
tients with upper respiratory infection. 

There are no contraindications to local 
anesthesia, but there are limitations. Gen- 
eral anesthesia might better be selected for 
an extremely restless and apprehensive 
patient. For cesarean section in the pres- 
ence of peritoneal adhesions, or when ex- 
tended procedures such as the extraperi- 
toneal techniques are carried out, again a 
general anesthetic is better. 

The only real argument against local 
anesthesia is whether or not one can ob- 
tain adequate anesthesia with it. The fault 
is pa not with the anesthetic or pro- 
cedure but with the operator. Its technique 
demands proper administration of the 
drug, patience in awaiting its full effect 
‘efore operating and the utmost gentle- 
ness in the handling of tissue. There need 
be no haste in the usual case. 


Technique of Local Anesthesia for 
Vaginal Delivery 
7 HE material needed is a 20 cc. wer 3 
type Labat syringe, a fine long need 
and one-half or one per cent novocain so- 
lution. Small amounts of adrenalin, 5 
drops of 1:1000 dilution to the ounce of 
novocain are added by some for hemostatic 
and prolongation of anesthetic effect. 
Though it is stated that adrenalin will 
cause relaxation of the uterus we have not 
observed it. Some object to the use of 
adrenalin because of the tachycardia that 
occasionally occurs with its use. It ap- 
pears to be relatively unimportant whether 
adrenalin is used or not. 

When local infiltration is used for 
spontaneous delivery it will do away with 
the worst pains of delivery without les- 
sening the Scien down efforts of the pa- 
tient. If the infiltration is done while the 
head is crowning the expulsive efforts of 
the patient may even be accentuated due 
to relief of the severe pain of vulval and 
perineal distention as the head progresses. 
The anesthesia will not interfere with the 
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Fig. 1 


Site 1 is injected first, then the margins 
of the vulvo-vaginal ring are infiltrated as 
in 2, 2, 2 and 3, 3, 3. Areas 4, 4 are 
injected in order that a medio-lateral episi- 
otomy may be done if it is necessary. The 
recto-vaginal septum may also be injected 
for a short distance (from Beck, A. C., 
Obstetrical Practice, The Williams & Wil- 
kins Co., Baltimore, 1935). 


third stage of labor, and should be sufh- 
cient for repair of laceration or episiotomy 
after delivery of the placenta. The tech- 
nique of injection is as illustrated in fig- 
ure I. 

When low forceps or breech assistance 
delivery are planned local anesthesia should 
include bilateral pudendal klock. However, 
this method will interfere with the reflex 
bearing down efforts necessary for spon- 
taneous breech delivery. 


Pudendal Block 
T HE’same solution and syringe are used 
as for vaginal delivery. Extreme flex- 
ion of the thighs upon the abdomen dur- 
ing distribution of the anesthetic is very 
helpful. 
fter raising an intradermal wheal at 
a sae midway between the anus and the 
tuberosity of the ischium, a needle 10 cm. 
long is passed laterally below the skin un- 
til it touches this bony point, depositing 
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about 5 to 10 cc. of solution along its 
path, thus blocking the perineal branches 
of the posterior cutaneous femoral nerve. 
The needle is then almost completely with- 
drawn, and directed vertically into the 
lower half of the labium majus, using the 
same amount of solution to anesthetize the 
perineal fibers of the ilio-inguinal nerve. 
Again the needle is almost completely 
withdrawn, and then passed horizontally 
to a point just below and behind the spine 
of the ischium, injecting 10-15 cc. of solu- 
tion at this point to block the internal 
pudic nerve just outside Alcock’s canal. 
The entire procedure is then repeated on 
the other side of the anus. 


In order to ensure good anesthesia with 


Fig. 2 


Illustration showing the innervation and 
local infiltration technique of the female 
perineum. I., ilio-inguinal nerve; P. L. 
posterior labial nerve; P. F. C., posterior 
femoral cutaneous nerve, perineal branch; 
Pe., perineal nerve; I. H., inferior hemor- 
rhoidal nerve; D. N. C., dorsal nerve of the 
clitoris; Pu., pudendal nerve; S. I., spine 
of the ischium; T. I., tuberosity of the 
ischium; W., intradermal wheal (from 
Griffin, E. L., and Benson, R. C., American 
Journal of Obstetrics and Gynecology, 
a 1941, The C. V. Mosby Co., St. 

is). 


perfect relaxation of the levator ani, as 
well as to avoid injury to the rectum, the 
needle must be guided directly to the is- 
chial spine, by the index finger in the va- 
gina, or in the rectum as advised by Urnes 
and Timmerman (2), whose technique we 
follow with this exception (Fig. 2). 


Technique of Local Anesthesia for 
Cesarean Section 

STERILE solution of 300 cc. of 

0.5 per cent novocain, to which 1 cc. 
of a 1-1000 solution of adrenalin chloride 
may be added, is prepared. A hypodermic 
syringe with a fine needle for the initial 
wheal, two continuous flow syringes with 
finger and thumb rings and two long flex- 
ible needles are the only special instru- 
ments required. A heavy pad for the op- 
erating table is a distinct advantage. The 
anesthetist should take her usual place and 
may give the patient small 4 of water or 
small pieces of cracked ice during the op- 
eration, and engage her in conversation. 


The patient’s eyes should be lightly cov- 


ered because of the glare of the operating 
room lights, but her ears should not be 
plugged as some advise, as the operator in 
whom she has confidence may 
wish to reassure her from time 
to time. She should be informed 
when the operation has begun. 

After a small wheal is raised 
with the fine needle, novocain is 
injected in large amounts ahead 
of the advancing long needles, 
keeping close to the skin, rais- 
ing a continuous wheal and in- 
filtrating the tissues from the 
umbilicus to the symphysis in 
the midline. Simultaneous in- 
jection from either side of thet 
table by two yao saves 
time. Fanwise infiltration of the 
lower end of the incision in all 
its depth is of great importance, 
else necessary retraction will be 
impossible. Incision may be 
made with a sharp scalpel only 
when. the operator is convinced 
that the procedure will be 
When hemostasis has 

en carried out, the rectus 
sheath is filled with a large 
amount of novocain solution by 
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piercing the aponeurosis at several 

ints on either side of the linea 
alba. As a rule the posterior rec- |. 
tus sheath and peritoneum will be (~~ 
anesthetized this way. This is bet- ~ 
ter than infiltrating the aponeu- 
rosis and peritoneum separately, 
as peritoneal infiltration may make 
it difficult to see or palpate the 
bladder edge. Fanning out the 
lower area of infiltration into the ©. 
aponeurosis is essential The ~~ 
peritoneum is then and 
the vesico-uterine fold of peri- 
toneum found, Refraction neces- 
sary for lower segment cesarean 
section will be readily possible. 
Sudden pulling on the retractors 
is improper since it will almost 
always cause the patient to have 
pain, and perhaps lose confidence 
in the effectiveness of the anes- 
thesia. All movements with the 
retractors should be slow and de- 
liberate. The visceral peritoneum 
need not be injected, nor is it 
necessary to flood it with novo- 
cain solution. The uterus may be 
opened and the baby extracted 
without pain if the incision is 
long enough. If difficulty is en- 
countered in the course of the 
lower segment operation, brief 
inhalation of ethylene or nitrous 
oxide and oxygen will be neces- 3) 
sary. Morphine 14 gr. may: be ~~ 
given shortly before delivery of the baby. 
Uterine suture and closure of the abdom- 
inal incision may be generally carried out 
without further locai anesthesia if the op- 
erating time has not been excessive (Fig. 
3 and 4). ; 


Gynecology 

ECULIARLY suitable for vaginal plas- 

tic surgery, the value of local anesthe- 
sia in operative gynecology is now well es- 
tablished. Many patients in this group are 
advanced in years and otherwise not good 
risks for general anesthesia. Very satis- 
factory results with local anesthesia in the 
cure of genital prolapse by the Manchester- 
Fothergill operation or vaginal hysteres- 
tomy has led to its routine use for all vag- 
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Fig. 3 


Local infiltration for cesarean section. 
Two syringes may be used simultaneously 
by the surgeon and his first assistant. The 
basin of novacain solution and the tubing 
allow for continuous infiltration. With one 
syringe the solution of novocain is in- 
jected superiorly; with the other, inferiorly. 
Note the arrows indicating the fanning-out 
of the infiltration at the lower third of 
the midabdomen (from Gordon, C. A., and 
Rosenthal, A. H., American Journal of 
Surgery, November 1941, New York). 


inal plastic surgery in St. Catherine's 
Hospital, Long Island College Hospital 
and the Long Island College of Medicine 
Division of Kings County Hospital. 

Local anesthesia is safe and perfectly 
satisfactory for vaginal surgery. Dissection 
is facilitated, bleeding is lessened and acid- 
osis, dehydration and pulmonary compli- 
cations are rare. Postoperative febrile 
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morbidity is slight. And the careful de- 
liberate technique essential for plastic re- 
pair of the vaginal walls need not be hur- 
ried. Time enough is always available. 
Though its application in abdominal 
pelvic surgery is limited, much may be ac- 
complished 1f preliminary sedation has 
been adequate. Intra-abdominal abscesses 
may be drained, and operations for ovarian 


Fig. 4 


Local infiltration for cesarean section. 
The syringes inject the solution of novo- 
cain beneath the anterior sheath of the 
rectus fascia at the points marked by 
crosses, half way between the midline and 
the lateral edges of the wound. Note the 
fanning-out of the infiltration at the lower 
one-third of the wound (from Gordon, C. 
A., and Rosenthal, A. H., American Jour- 
nal of Surgery, November 1941, New 
ork). 


cancer, thought to be widespread, may be 
begun under local anesthesia, and supple- 
mented by a general anesthetic if more 
than biopsy should Fst advisable. We 
have pod removed large ovarian cysts in 
old women rejected as poor risks else- 
where; not all of these cysts are malignant. 
Supravaginal hysterectomy and oophorec- 
tomy may be performed in selected cases. 
The peritoneal cavity is opened as in ce- 
sarean section. Careful basal sedation, 
high Trendelenburg position, vertical re- 
craction, infiltration of peritoneal liga- 
ments and gentleness are necessary. 


Technique for Vaginal Surgery 


7? night before operation 
the patient is given a fairly 
large dose of one of the longer 
acting barbiturates; 3 ors. of 
amytal or 7.5 grs. of veronal are 
sufficient. The next morning, 
this dose may be repeated three 
hours before operation and fol- 
lowed by morphine sulfate 14 
gr. with scopolamine gr. 1/150, 
or the barbiturate may be omit- 
ted, and morphine sulfate gr. 1/, 
with scopolamine gr. 1/150 
given two hours before opera- 
tion, followed by morphine sul- 
fate gr. 4 or 1/6 with scopola- 
nine gt. 1/200 one hour later. 
Judgment and a little experience 
will determine the amount of 
basal anesthesia required. Some 
caution is advised in the use of 
large doses of scopolamine in 
the very old, and comparatively 
large doses will be necessary for 
the young and robust. 
Infiltration anesthesia is as 
good as pudendal block. De- 
scription of our method of usin 
local anesthesia in the Manches- 
ter-Fothergill operation will 
serve as ar example. A wheal is 
raised in the midline of the peri- 
neum just below the vagina mu- 
co-cutaneous junction. A long 
needle is then inserted there 
and passed vertically upward 
—Concluded on page 288 
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Whedical 300% NEWS 


Edited by 
ALFRED E. SHIPLEY, M.D., Dr. P.H. 
All books for review and communications concerning Book 
News should be addressed to the Editor of this department, 
1313 Bedford Avenue, Brooklyn, N. Y. 


Parasitic Diseases 


Textbook of Clinical Parasitology Including Labora- 
tory Identification and Technic. By David L. Beld- 
ing, M.D. New York, D. Com- 
er [c. 1942]. 888 pages, illustrated. 4to. Cloth, 


C LINICAL Parasitology embraces the 
entire field in which animals and 
plants live as parasites in or on human be- 
ings as hosts. In the present 
emergency the subject be- 
comes of even greater impor- 
tance because of the wide- 
spread distribution of our 
forces in the subtropical and 
tropical countries where these 
diseases are prevalent. This 
book is therefore timely. It 
is well conceived and has sev- 
eral good features not found 
in the usual textbooks of 
medicine. There are keys 
for the identification of the 


1850 ~1910_ 


ences to the more important literature in 
English on the subject. 

The book is highly recommended to 
students, physicians, and laboratory work- 
ers as a valuable addition to their medical 
libraries. 

David M. GRAYZEL 


The Doctor vs Health 
Education 


Health Education of the Public. A 
Practical Manual of Technic. By 
W. W. Bauer, M.D. and Thom- 


Philadelphia. W. B. 
Company, [c. 1942]. 315 paces, 
illustrated. 8vo. Cloth, $2.75. 
Sens original edition of 
this book was welcomed 
as a very practical guide for 
physicians as to ways and 
means of conducting the 
many phases of a health edu- 
cation program. This second 


parasitic protozoa of man, of 
the helminths of man, and of 
their ova. There are also 
tables for the laboratory iden- 
tification of these parasites, 
The —— parasites are 
atranged by groups in tables 
giving their morphological 
and pathological characterist- 
ics so that comparable facts 
about the various parasites 
can be readily compared. The 
illustrations, largely diagrammatic and 
drawn to scale, give a picture of the mor- 
phology and life-cycle of the different par- 
asites, 

The book is divided into seven sections: 
1) General parasitology 2) Protozoa 3) 
Nemathelminths or round worms 4) Ces- 
toidea or tapeworms 5) Trematodoa or 
flukes 6) Arthropoda 7) Technical meth- 
ods for the diagnosis and treatment of 
parasitic infections. 

At the end of each chapter are refer- 
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uotations 
@ There are three marked 
eculiarities in this disease: 


Classical 


. Its hereditary nature. 
2. A tendency to insanity 
3. Its mani- 
festing itself as a grave 
disease only in adult life. 


and_ suicide. 


George Huntington 
On Chorea (hereditary 
chorea). Medical and Sur- 
gical Reporter, 26:317-321 
(April 13) 1872. 


See editorial, p. 255. 


edition brings the book up to 
date. 

Particular stress is laid 
upon the need for simplicity 
in the use of words, diagrams 
and exhibits in the presenta- 
tion of medical facts to the 
lay public. Too often, phy- 
sicians take it for granted 
that technical terms used by 
them are familiar to the laity ; 
consequently, the message 
does not “get over” to them. 

The subject matter in this book is con- 
cise and covers a vast number of topics. 
ALFRED E. SHIPLEY 


A Brief Text on Materia Medica 
Synopsis of Materia Medica, Toxicology, and Phar- 
logy for Stud and Practitioners of Medi- 
cine. By Forrest R. Davison, B.A. Second edi- 
tion. St. Louis, C. V. Mosby Company, [c. 1942]. 
695 pages, illustrated. 12mo. Cloth, $5.75. 


HIS new edition has retained the fea- 
tures of conciseness and accuracy of 
the previous edition, The chapter on the 
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sulfonamide drugs has been somewhat en- 
larged. Drugs and preparations listed 
conform to the revisions of the U. S. P. 
12 and N. F. 7. It can be recommended 
for those who want a brief and superficial 
review of these subjects. 


CHARLES SOLOMON 


Biochemical Contributions 


Comparative Biochemistry. Intermediate Metabolism 
of Fats. Carbohydrate Metabolism. Biochemistry 
of Choline. Edited by Howard B. Lewis. Volume 
V of A Series of Volumes Devoted to Current 
Symposia in the Field of Biology. Lancaster, The 
Jaques Cattell Press, [c. 1941) 247 pages, illus- 
trated. 8vo. Cloth, $3.00. 


HIS is one of a series of volumes de- 

voted. to current symposia in the field 
of biology. Volume V is devoted to sym- 
posia on 1-Comparative Biochemistry, 2- 
Intermediate Metabolism of Fats, 3-Carbo- 
hydrate Metabolism, 4-Biochemistry of 
Choline. The articles incorporated in each 
of these groups afford a summary of the 
most recent biochemical developments in 
these fields. The physician will find in 
them material which will indicate to him 
the vast importance of the fundamental 
sciences in clinical medicine. 


WILLIAM S. COLLENS 


Mouth Lesions 


Pathology 4 the Oral Cavity. By Lester R. Cahn, 
D.D.S. altimore, Williams & Wilkins Company, 
240 pages, illustrated. 8vo. loth, 


A LTHOUGH this book was written 
primarily for dentists and dental stu- 
dents it is a work which should be in the 
library of all physicians, and it should be 
studied by all medical students. 

The text is accurate and concise; the 
illustrations are excellent, and the whole 
book is a fine example of the bookmakers 
art. As a textbook it covers the essentials 
and presents the material in a readable and 
interesting manner. As a reference book 
the desired information can be found with- 
out wading through a lot of extraneous 
matter. 

It is such a book as would be expected 
from the pen of Dr. Cahn—accurate, com- 
prehensive, yet compact, and easy and 
pleasant to read. 

Frep R. ADAMS 


Geriatric Medicine 


Internal Medicine in Old Age. By Albert Mueller-De. 
am, M.D. and ilton Rabson, M.D.  Balti- 
more, Williams & Wilkins Company, [c. 1942], 
396 pages. 8vo. Cloth, $5.00. 


T HIS book is based upon over 20 years 
of personal observation of old patients 
in Vienna and New York City. Autopsy 
findings as well as clinical studies are the 
basic material. 

Diseases of the various systems are de- 
scribed in detail as they occur in the aged. 

The authors state the fact that many of 
the unsolved problems of medicine center 
in the latter half of life, as arteriosclerosis, 
hypertension and its sequelae, cancer, 
chronic arthritis, glaucoma and others. 
Also that many disturbances augment with 
age or change their clinical manifestations 
at that period. 

The book furnishes a scientific presenta- 
tion of the subject with an extensive bibli- 
ography. 

W. E. 


Another Medical Novel 
Spencer Brade, M. D. By Frank G. Slaughter, Garden 
City, Doubleday, Doran and. Company, [c. 1942]. 
375 pages. 8vo. Cloth, $2.50. 

HIS is a novel about doctors by a writ- 

ing doctor, the author of That None 
Should Die. There are women in the story, 
too. Dr. Brade was an honor man at 
Lakeview in Baltimore, a nationally known 
institution. For motives, obviously ulter- 
ior, the institution fails to — Dr. 
Brade as an assistant in the Department 
of Surgery. In a small-boy peeve, Dr. 
Brade vows he is through with ethics of 
medicine. In a bizarre way, he enters into 
a sexless marriage with a wealthy and 
pregnant grass widow and begins the prac- 
tice of his profession in a factory town 
in Georgia. In this town there are two 
conflicting groups—one struggling to help 
the needy with a system of group insur- 
ance and the other, very definitely mer- 
cenary, with a little touch of the cloven 
hoof, in the bargain. Of course, Dr. 
Brade plays up to the money crowd for a 
while and allows himself to get involved 
in questionable and criminal procedures. 
His redemption occurs only after drink 
and remorse for an unnecessary death 
have driven him to the sea, where, as a 
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drunken passenger, he saves a sailor's life 
by an emergency operation. He finds his 
way back to the Georgia town and prac- 
tically everything is forgiven. The sex 
angles are of interest. According to his 
premarital agreement he lives in the same 
house as his wife but separated by a bolt- 
barred door. He soon assumes cut-side 
interests. As the story closes, with his full 
redemption in sight, his wife naively calls 
his attention to the fact that she has re- 
moved the bolts. Camera—ACTION. 

The medical atmosphere of the story 
is naturally free of the inconsistencies and 
errors often found in the works of lay 
writers, The operations, medical jeal- 
ousies, and the actions of the- Academy of 
Medicine are described with a pardonable 
writer's license. 

JOSEPH RAPHAEL 


Protozoological Patholog 


Laboratory Diagnosis of Pr B 
Charles F. Craig, M.D. Philadelphia, Lea & 
Febiger, [c. 1942]. 349 pages, illustrated. 8vo. 
Cloth, $4.50. 


HIS volume is divided into 6 parts, 
each treating with the laboratory di- 
agnosis of amebiasis and flagellate infec- 
tions; Leishmaniases; Kala-Azar; Oriental 
sore and Espundia; Trypanosomiases; West 
African or Sambian Sleeping Sickness; 
East African or Rhodesian Sleeping Sick- 
ness, and Chagas’ disease; coccidiosis; ma- 
laria and Balantidiasis, respectively in 24 
chapters. Precise instructions for collec- 
tion of material for diagnosis, preparation 
for examination, cultivation and recogni- 
tion are described. At the end of each 
chapter is a critique of the diagnostic 
methods. A number of excellent illustra- 
tions in color and black and white amplify 
the text, and a table of references is in- 
cluded. 
This book should be of great value to 
the clinical pathologist. 


Max LEDERER 


Dental Anesthesia 


Essentials of General Anaesthesia with Special Refer- 
ence to Dentistry. By R. R. Macintosh, M.D., and 
Freda B. Pratt Bannister, M.D. Second edition. 
Oxford, England, Blackwell Scientific Publications, 
Ltd., 48 Broad Street, [c. 1941]. 8vo. Cloth, 25/. 


7 HIS book adheres closely to its title 
“With Special Reference to Dentis- 
try.” Although it deals with General An- 
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esthesia in most of its phases, open mouth 
problems are emphasized. The only un- 
desirable feature is the fact that foreign 
apparatus is illustrated almost entirely. Al- 
though a good anesthetist is able to master 
any standard machine yet the novice pre- 
fers American manufactured products. 

The fundamentals such as theory of 
anesthesia, respiration and symptoms are 
well described. The illustrations are ex- 
cellent, especially some of the colored dia- 
grams. The subject matter relating to 
respiratory obstruction and the stress upon 
the maintenance of a patent airway is to 
be commended highly. On page 201 the 
authors explain thoroughly nasal breathing 
and how to detect it under Nitrous Oxid 
and Oxygen Anesthesia. They print in 
italics the following sentence: “The sound 
of the expiratory valve on the nosepiece in 
action is therefore an indication that the 
patient is also inspiring through the nose.” 
This is a very important consideration in 
that any good inhalation anesthetic de- 
pends upon efficient breathing. 

The authors of this book demonstrate a 
profound understanding of anesthesia, 
and undoubtedly the work is a result of 
tremendous clinical experience and tireless 
research. The predominating feature is its 
originality rather than being pieced togeth- 
er from other writers. It is certainly to 
be recommended as part of every man’s 
library who is interested along these lines. 

V. O’CoNNELL, (D.D.S.) 


Another Volume of “Lectures to the Laity” 
The March of Medicine. New York Academy of 
Medicine Lectures to the Laity, 1941. New York, 
Columbia University Press, [c. 1941]. 154 pages. 
8vo. Cloth, $2.00. 
HIS is the sixth volume of a series of 
lectures for the lay public delivered 
at the New York Academy of Medicine. 
The collection contains essays on human- 
ism and science, by Dr. Alan Gregg, 
Paracelsus, by Dr. Henry E. Sigerist, psy- 
chiatry and normal life, by Dr. William 
Healey, philosophy as therapy, by Irwin 
Edman, Ph.D., the promise of endocrinol- 
ogy, by Oscar Riddle, Ph.D. and what we 
know about cancer, by Dr. Francis Carter 
Wood. All in all this is a very interestin 
collection, both for medical and lay read- 
ers. GEORGE ROSEN 
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Yater’s Fundamentals Revised 


The Fundamentals of Internal Medicine. By Wallace 
Mason Yater, ird revision of the first 
edition. New York, D. Appleton-Century Com- 
pany, iS 1942]. 1021 pages, illustrated. 8vo. 
Cloth, $9.00. 

poor plan to revise a standard work 

rather than issue a new one has many 
practical reasons in its favor. In these 
times of rapid changes, a text is often out- 
dated in two or three years. To bring 
it up to date might require comparatively 
few additions, This permits more frequent 
revisions. That practice is followed here 
and thus appears the third revision. 


The review previously made of this 
work commenting favorably on the method 
of presentation and discussion can be re- 
peated; as can the lack of adequate dis- 
cussion of some subjects because of the 
general compactness characteristic of this 
volume. In this revision an adequate dis- 
cussion of the sulfonamide druss appears 
in a separate chapter as well as a brief 
consideration of their use under the pattic- 
ular disease. Although not a reference 
book, the student and general practitioner 
will find its use as collateral reading of 
value. 

SIMON R. BLATTEIS 


Short Wave Therapy 


The Medical Applications of the Short Wave Current. 
By William Bierman, M.D. With a Chapter on 
Physical and Technical Aspects by Myron M 
Schwarzschild, M.A. Second edition. Baltimore. 
Williams & Wilkins Company, [c. 1942]. 344 
pages. 8vo. Cloth, $5.00. 

— of the highlights and gems of 

this book are: 
(a) Temperature determinations in the 

Living Human— interesting and well done. 
(b) Physiologic responses to local heat 

and local short wave currents—extremely 

interesting and constructive and necessary 
to an understanding of short wave therapy. 

(c) Introductions to clinical applica- 
tions—Should be read by all users of 


short wave apparatus. 


His clinical applications throughout 
give a review of statements of many 
workers. He expresses his own opinion 
as to the efficacy or lack thereof, following 
these applications. He does not deem it 
fair to deny the validity of claims made by 


others in the care of conditions in which 
he has had no personal ience. 

In this revision the subject matter of 
recent literature has been reviewed and 
incorporated bringing the work up to date. 

His bibliography is almost two-thirds 
foreign and one-third American. Again 
practically one-third of these American 
statements are from three general sources. 
Dr. Bierman has considerable experience 
and good judgment. We believe his book 
would be much better if he deleted most 
of the bibliographic material and made use 
of his own knowledge and experience. 

JOHN J. Haurr 


Renal Disease 


Nephritis. By Leonard Lichtwitz, M.D. New York, 
Grune & Stratton, [c. 1942]. 328 pages. 8vo. 
Cloth, $5.50. 

bs HE author’s long experience in endo- 

crinology and internal medicine is well 
reflected in this volume on nephritis, es- 
pecially in the chapters on water metabol- 
ism and nephritic edema. His views on 
hypertension are most interesting, and his 
classification, hypertension with angio- 
spasm and hypertension without angio- 
spasm, will prove practical. 

In the preface Dr. Lichtwitz instructs the 
reader that his viewpoints depart widely 
from those currently accepted. However, 
in presenting his thesis in a condensed vol- 
ume, he fails to offer convincing proof that 
the central nervous system and endocrine 
disorders (the pituitary-hypothalamic com: 
plex) are closely related to or are the cause 
of nephritis, nephrosis, hematuria and 
the kidney of pregnancy. 

The author proposes a renal function 
test that adds little to the information ob- 
tained by the standard dilution-concentra- 
tion test. It is impractical because it re- 
quires 9 days of bed confinement. The 
reviewer differs with the author who ac- 
cepts lipoid nephrosis as proof of the 
tubular origin of albuminuria. In the para- 
graph on albuminuria in diabetes, inter- 
capillary glomerulosclerosis is not dis- 
cussed. 
Treatment is rationalized on a scientific 
basis and will be found helpful. 

HARRY MANDELBAUM 
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Doctor Versus Patient 

The Bond Between Us (The Third Component). By 
Frederic Loomis, M.D. New York, Alfred A. 
Knopf, [c. 1942]. 267 pages. 12mo. Cloth, $2.50. 
T HIS interesting collection of essays, 
reminiscences and case histories is as- 
sembled in book form in response to sug- 
gestions from many readers of his previous 
book, Consultation Room, for the elucida- 
tion of a third component in the relation- 
ship between patient and doctor,—-the in- 
teraction of personalities. Dr. Loomis’s 
practice, limited to obstetrics and gynecol- 
ogy, naturally dominates the type of his 
contacts. Pregnancies, wanted. and un- 
wanted, with associated sex problems, con- 
stitute the major portion of his recollections 
of these personal relationships. The open- 


ing story of his mental and spiritual re- 
awakening while working as a miner in 
Alaska, before his medical course is com- 
pleted, is in a happy style and gives a 
promise of other interesting episodes, of a 
different kind, to follow. The story of the 
twelve year old child, carried through a 
pregnancy and a successful delivery, is full 
of suspense and drama. We were not 
properly thrilled by the layman’s diary of 
his coming fatherhood. Dr. Loomis re- 
ferred incidentally to the quarter of a mil- 
lion readers of his Consultation Room. We 
regret that we were not included. After 
reading The Bond Between Us, we plan to 
join this goodly number before long. 


JOSEPH RAPHAEL 


DETOXICATION OF GOLD SALTS 
—Concluded from page 263 

toxic reactions in rheumatoid arthritis. 

(5) It was also noted that while the 
detoxicants were found to be essentially 
harmless they failed to demonstrate any 
inherent observable therapeutic qualities 
affecting the rheumatoid process itself dur- 
ing the limited period of administration. 
A much more exténsive study would be 
necessary to throw a significant light on 
this question. 

(6) Finally, because of the successful 
results obtained with these detoxifying 
substances in a large group of animals, 


pointing to the establishment of a definite 
protective mechanism toward intoxicants 
in general, the conclusions here derived 
can apply only to the regularly discernible 
outward manifestations of toxicity exhibit- 
ed by gold salts and to the group of cases 
herein represented. 

(7) The apparent value of these chem- 
ical substances in detoxifying both en- 
dogenous as well as exogenous toxic sub- 
stances points to their essential function 
in the mechanism of detoxication by con- 
jugation, and offers us many interesting 
possibilities of their possible future use 
in numerous conditions. 
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BOOKS RECEIVED for review are promptly acknowledged in this 


column; we assume not other obligation in return for the courtesy 


of those sending us the same. In most cases, review notes will be 
promptly published shortly after acknowledgment of receipt has 


been made in this column. 


Solving School Health Problems: The Astoria Dem- 
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pages. 8vo. Cloth, $2.25. 


Health Education of the Public. A Practical Manual 
of Technic. By W. W. Bauer, M.D. and Thomas 
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Memorable Days in Medicine. A Calendar of Biology 
and Medicine. By Paul F. Clark and Alice S, 
Clark. Madison, University of Wisconsin Press, 
[c. 1942]. 305 pages. 12mo. Cloth, $2.00. 


Food Values in Shares and Weights. By Clara M. 
Taylor, Ph.D. New York, The Macmillan Com- 
pany, [c. 1942]. 92 pages. 8vo. Cloth, $1.50. 


Acute Injuries of the Head, Their Diagnosis, Treat- 
ment, Complications and Sequels. By G. F. Row- 
botham, F.R.C.S. Baltimore, Williams and Wil- 
kins Company, [c. 1942]. 288 pages, illustrated. 
8vo. Cloth, $7.50. 


LOCAL ANESTHESIA 
—Concluded from page 282 


into the labium majus, gradually filling 
the entire labium. The needle is then 
almost completely withdrawn and_ the 
other labium is injected in the same 
way, with both areas almost meeting at 
their upper points. The needle is then in- 
troduced into the lowest points of each 
vaginal sulcus and the submucous tissue in- 
filtrated for the entire length of these sulci. 
The cervix is then drawn down, and the 
same needle used to infiltrate the parame- 
trium, keeping close to the cervix and 
uterus for the full length of the needle, 
and taking care to keep its point well be- 
Jow the advancing fluid. If 10 cc. are 
ased on either side of the uterus, vaginal 


Read before the Scientific Session of the Associated 
Physicians of Long Island held January 31, 1942 in 
the Kings County Hospital. 


hysterectomy may be pion with but 
slight and temporary discomfort. Amnesia 
is fairly constant, and often the patient 
will not remember leaving her bed for 
the operating room. 


| OCAL anesthesia is ideal for vaginal 
operations, and need not be discussed 
with the patient beforehand. Basal anes- 
thesia which is not available for obstetric 
surgery makes it as nearly perfect as one 
could wish for, eliminating completely the 
fears of the patient and the discomforts 
and dangers of other types of anesthesia. 

1, Lakmann, A. H., and Mittus, A. C.: Caudal 

Use in Obstetrics, Surg. Gynec. 
& Obst. 74: 63, 1942. 

2. Urnes, M. P., and Timmerman, H. J.: Breech 
Delivery; Comparative Study of Local and Gen- 
eral Anesthesia, J. A. M. A. 109, 1616, 1937. 

3. Gordon, C. A. and Rosenthal, A. : Cesarean 
Section. The Modern Operation, Am. J. Surg. 44: 
525, 
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GALLONS 
8 oz. BOTTLES 


ACIDOLATE 


the clinically-teSted 
SKIN DETERGENT 


Five years of actual clinical use emphasize 
the importance of ACIDOLATE as a 
therapeutic adjuvant to the management 
of varied irritable dermatoses. 
*Concurrently ten dermatological clinics 
reported an improvement in over 80% of 
279 cases of well-known types of derma- 
toses among which were included contact 
dermatitis, dermatitis venanata, eczema, 
atopic dermatitis, seborrhea dermatitis, 
psoriasis, ichthyosis, prurigo, etc. 
ACIDOLATE is a water soluble oil mix- 
ture...a mild... safe... thorough skin 
cleanser . . . it has a high emulsifying 
ability . . . completely removes residual 
ointment and salves from affected areas 
(especially hairy regions) without aggra- 
vating the skin condition. 
When the use of soap is contra-indicated 
. .. when your patients need a skin de- 
tergent that has been found satisfactory 
through clinical use, prescribe or recom- 
mend ACIDOLATE.... 
NOW available in gallon containers... 
this economy size offers your patients a 
substantial saving. 
SAMPLES for personal use or clinical 
trial are available upon request. Let us 
be of service to you. 


*Archives of Derm. & Sypbil., Dec. 1941 


ACIDOLATE 
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Granaya 


Granular Keraya 


GRANAYA 


(Squibb Granular Karaya) 


is available in two forms 


Granaya Plain and Granaya with 
Cascara for obstinate cases of con- 
stipation where the mild laxative 
effect of cascara will be of assist- 
ance in the early stages of treat- 
ment. Both forms are supplied in 
4, 10 and 24 ounce bottles. 


BECAUSE... 


1. It has a superior bulk-producing effect 
Contains about 80 percent bassorin, which has 
a bulk-producing capacity almost 30 times as 
great as dry agar and more than twice that 
of dry hulled psyllium seed. 


2. It is non-irritating 

The karaya gum used in Granaya is subjected to 
a special purification process to remove husks 
and other undesirable irritative substances. 


3. It is easy and pleasant to take 
Granaya granules are coated to enhance their 
palatability and check too rapid hydration and 
swelling while being swallowed. 


4. It produces a smooth bulky stool 
Granaya contributes to the formation of a 
fecal mass of sufficient bulk and of proper 
consistency. 


5. It permits normal digestion of food 
Granaya does not exert any noticeable delete- 
rious effect upon absorption of food or fat- 
soluble vitamins. 


For literature address the Professional Service 
Department, 745 Fifth Ave., New York, N. Y. 


ER: SQUIBB & SONS 


Manufacturing Chemists to the Medical Profession Since 1858 
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OF THE ADOLESCENT YEARS 


The sudden acceleration of growth 
and development, which character- 
izes the adolescent period, sharply 


courages consumption of whatever 
quantities may be deemed necessary 
by the physician. 


increases the requirements for most 


specific nutrients. 
, Three daily servings (1/2 oz.) of New 
Improved Ovaltine provide: 
Ory Ovaltine 
Ovaltine with milk* 
6.00 Gm. 31.20 Gm. 
66.00 Gm. 
31.95 Gm. 
1.05 Gm. 
0.903 Gm. 
11.9 mg. 


New Improved Ovaltine is an ad- 
vantageous means of satisfying the PROTEIN... 
i CARBOHYDRATE 30.00 Gm. 

larger nutritional needs of adoles- 3.15 Gm. 
cence. It provides an appreciable 


percentage of the daily need of pro- 


PHOSPHORUS . 0.25 Gm. 


0.5 mg. 
VITAMIN A . 1500 U.S.P.U. 2953 U.S.P.U. 


teins, vitamins, and minerals. The 
palatable taste of this concentrated 
food drink is especially attractive to 
both children and adults, hence en- 


VITAMIND. 405 U.S.P.U. 432 U.S.P.U. 
VITAMIN 300 U.S.P.U. 432 U.S.P.U. 
RIBOFLAVIN 0.25 mg. 1.28 mg. 
*Each serving made with 8 oz. milk; based 
on average reported values for milk. 


NEW IMPROVED 


2 KINDS—PLAIN AND CHOCOLATE FLAVORED 
Ovaltine now comes in 2 forms—plain, and sweet chocolate flavored. 
Serving for serving, they are virtually identical in nutritional value. 

ee 
Physicians are invited to send for a supply of individual servings of New Improved 
Ovaltine. The Wander Company, 360 North Michigan Avenue, Chicago, Illinois. 
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URINE-SUGAR TESTING BECOMES 
A MATTER OF SECONDS WITH... 


CLINITEST 


The New Tablet Method 


JUST 3 SIMPLE STEPS: 
0 


5 drops urine Drop in tablet Allow for reaction 
plus and compare with 


10 drops water color scale 


ELAPSED TIME- 


DEPENDABLE RESULTS—CLINITEST Tablet Method is 
based on same chemical principles involved in Benedict’s test— 
except—no external heating required, and active ingredients for 
test contained in a single tablet. Indicates sugar at 0%, 4%, 


Y%, 34%, 1% and 2% plus. | 
A PRACTICAL ECONOMY—Complete set (with tablets for 


50 tests) costs your patient 
only $1.25. Tablet Refill (for 
75 tests) —$1.25. 


Write for full descriptive 
literature 


CLINITEST Urine-Sugar Test 
and CLINITEST Tablet Re- 
fill are available through your 
prescription pharmacy. 


_ EFFERVESCENT PRODUCTS, INC. 
ELKHART, INDIANA 
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